
RC^OIIT RESUICE S 



ED 010 919 EC 000 0^*5 

MANUAL OF STANDARDS FOR REHABILITATION CENTERS AND 
FACILITIES. 

BY- CANIFF, CHARLES E. AND OTHERS 
ASSOCIATION OF REHABILITATION CENTERS INC. 

PUB DATE JUN 65 

EORS PRICE MF-SO.I6 HC-S4.56 114P. 

descriptors- ^REHABILITATION PROSRAHSi ♦INSTITUTIONAL 
FACILITIES* ♦INSTITUTIONAL ADMINISTRATION, ♦INSTITUTIONS, 
♦INSTITUTIONAL PERSONNEL, STANDARDS, MANUALS, PROFESSIONAL 
SOCIETIES, MEDICAL SERVICES, MENTAL HEALTH CLINICS, SOCIAL 
SERVICES, VOCATIONAL REHABILITATION, VOCATIONAL EDUCATION, 
EDUCATIONAL PROGRAMS, EVANSTON 

A 5-VEAR PROJECT TO SPECIFY STANDARDS OF REHABILITATION 
CENTERS AND FACILITIES RESULTED IN THREE PUBLICATIONS. IHIS 
MANUAL INCLUDES THE CHARACTERISTICS AND GOALS OF 
rehabilitation FACILITIES. THE STANDARDS FOR ORGANIZATION, 
SERVICE THAT SHOUD BE PROVIDED, PERSONNEL INCLUDED, RECORDS 
AND REPORTS, FISCAL MANAGEMENT, AND THE PHYSICAL PLANT ARE 
DESCRIBED IN SOME DETAIL. THE APPENDIX INCLUDES SUBCOMMITTEE 
REPORTS AND REPORTS ON MEDICAL SERVICES, PSYCHOLOGICAL 
SERVICES, AND SOCIAL WORK SERVICES^ THE COfIPANION 
PUBLICATIONS ARE "STANDARDS FOR REHABILITATION CENTERS AND 
FACILITIES" AND "STANDARDS SURVEY FORM FOR REHABILITATION 
CENTERS AND FACILITIES." (SL) 



I 




ED010919 



I 








V 




manual 
of standards 

for 

rehabilitation 

centers 




MANUAL OF STANDARDS 



FOR REHABILITATION CENTERS AND FAGLITIES 





PnOJECT STAFF* 
amlM E. CariH, B.A. 




Hynon C. Poap, Ph. D. 


Ptojeet Diftctor 


¥ 

HubertWeimi,il.A. 


Principal Investigator 


- 


C6-InvesU,aUw 



Atsoeidtion of RihabiUtaUoii Ctnttro, Inc. 
828 OoWsSiroot 
Evanston, Illinois 60201 



lunolOSS 



U.S. IBAITNEIIT OF KALTH, BUCATKM I WELFAK 
OmCE OF DUCATION 



TiS lOCUm HAS l« mOMICB FXACnY AS MOIVD FION 1 HE 
mm 01 OMAMZAIK^ OMMATMI rr. HNHTS OF 01 ORMOHS 
STA 1 EI M HOT HECESSAMY WKSOT OFFICIAL OFFKE OF DUCATHM 
MSnMH 01 NUa. 



* P Rkpr, simd Consiil^t 






( 



FINANCIAL SPONSORS 

♦ 

Tlw study ttcsivsd piimiity financial support undei 
Pioisct N6. 516 ta ton full period 1960-1964 ftom: 

VOCATIONAL REHABILITATION ADMINISTRATION, 

U. S. DEPARTMENir OF HEALTH, EDUCATION and WELFARE 



. Additional support was provided by; 

ASSOCIATION FOR THE AID OF CRIPPLED CHILDREN 

1960-1962 

EASTER SEAL RESEARCH FOUNDATION 

1960- 1964 

NATIONAL INSTITUTES OP HEALTH 

1961- 1962 

NATIONAL REHABILITATION ASSOCIATION 

1960-1964 

AMERICAN REHABIUTATION FOUNDATION 

1963 



/) 




RESEARCH COimiTTEE STATEMENT 



Tht Rtioorch Coottittit of tht At lociaUoa of Rthabilitotion Ctnters hod final reiponsi* 
biUty for roviow of, and concurrenco with, tht gtanddrdi and accompanying mattriol. Tht 
•tandardimottriol prtitnttd htrt havt tht full lupport and tndofitntnt of tht Commititt. 



Committtt iitmbtrt * 

Richord D. Burk, M.D., Dirtctor 
Ohio Rthohilitotion Ctnttr 
Columbus, Ohio 43210 

lasts N. Bmows, Dirtctor 
Instituto for tht Crippltd ond Disabltd 
Ntw York, Now York 10010 

Edmund J. Dtsioidins, Monogtr 
G. F. Strong Rthohilitotion Ctntrt 
Vohcouvtr 9, British Columbio, Conodo 

Paul M. EUwood, Jr., lf.D., Extcutivt Dirtctor 
Amtricon Rthobilitaiion Foundotion 
MinhiNipolis, Mlnntseta 55404 

Wilbtrt E. Fordycti Associatt Proftssor 
Univtrsity of Woshington School of Medicine 
StotUt, Woshington 98105 

Basil J. F. Mott, Assistant Proftssor 
Public HtolthPiacUct 

School of Public Htolfli ond Administrc^vt Mtdidnt 
Columbio Univtrsity 
Ntw York, Ntw York 10032 

Arthur A. Sitbtns, M.D., 

RthibMitatiim Ctnttr, thd 
iodison,^! 

Ttnos Inslilutt for ll^iabilitbtteap^ 

Honsinii, Tinot 77021 












MANUAL OF STANDARDS FOR 
REHABILITATION CENTERS AND FACILITIES 

PREFACE 

I 

Tht tartnd in our locioty toward gitottr conctm for tbo diiohltd individual hew itiwu* 
latod a dramatie incroaso in tha nuaibar of rohabUitation centori ond fa«»'ilitios. For the 
nost port, tliere hat not been the widespread experience, coaprehonsive resecrch, or broad 
theory within the field of rehobiUtation to provide on odequate bot is for the development 
of kehobiiitation progrons. As a result, sKiny rehabilitotion facilities hove urged the for- 
mulation of guidelines for facility operation and nanogement. The Association of Reho- 
bilitotion Centers, reinforced by the interest and becking of its members, initiated in 196C 
a 5-ysar project to delineate stondords and thereby to recognize and promulgoie quolity 
patient care in rehobilitotion centers ond fdcilities. The results of the project are pre- 
sented in three publicotions: 

1. Standards for Rehabilitation Centers and Facilities 

2. Monual of Standards for Rejiabilitation Centers and Fadlitieg 

3. Standards Survey Form for Rehabilitfltien Centers and Facilities 

The three publications are best considersd as companion documents. They ore printed 
seporately for ready reference and convenience in use, but they ore basically related and 
interdependent. To illustrate, o focility desiring to upgrade its services may first wish to 
review the Standards document for an initial deter?iiinotion of the scope and level of the 
upgrading process, and the gap to be covered. The Survey Form con be utilized to provide 
a reliable and comprehensive examination of tlie facility ond its program. The Manual then 
provides background moterial to assess the findings of the Survey Form, ond descriptive 
information and suggestions on occomplishing desired changes. In brief, the three puhli- 
cotions complement one another. The Standards indicotes whot the facility should be do- 
ing; the Manual explains why, ond to some extent how, it should be doing certain things; 
ond the Survey Form helps the facility determine whot it is doing. The Standards and ac- 
companying materials ore intended for use by focilities which hove the characteristics out- 
lined on page one. 

The Standards for Rehabilitation Centers and Facilities presents the standards and 
the bosic principles underlying them. They are priBceded by o preface which describes the 
background of the pioject, the a priori assumptions, ond the methodology. The stondords 
are yordsticks for meosuring some of the procticii and the program of the rehobilitaUon 
facility. They indicote desiroble levels for quolity potient^ core. The areos covered by 
the stondards ore: gools^ orgonizotion, services, personnel, records and reports, fiscal 
management, ond physic plont. 

1 In the obnenee of a gontral tom, toe word **patioiit'* is mod throughout the Standards publioo- 
tlom to nwon ''potioni,*' 'tottfOt/* '%ainse,*V'^meiiibor/* etc. 
























oI StuRdiifdt fof R<hflmitetion C<tit # fs ond FociliUg> has two purposes : 
arit, Id explain stondoi^ which ore not seU-eviilent or which hove not boon asq>ly dis- 
cussed in other ploces; second, to suggest how to implenen;: the slandords. Although 
there ore SKiny oi^wooches to ochievement of the stondords^p considerotions of tine and 
spoce hove linited the nunber described in the Manual. 

1* organised by sections corresponding to the oreas covered by the stand- 
ards; for exonple: one section is devoted to **go6b/* ori^ther to ''orgonisation/' etc. 
\llthin each section, the underlying principle is stot&d^ followed by a discussion and then 
ooch najor groig>ing of standards is stolid ond discussed. 

Th® Standards^urvey Forn for Rehabilitation Centers and FacUities is on instrument 
for gothering and recording infornotion to identify and evoluate the specific practices of 
facilities. It is intended for the use of focility personnel, consultants, and surveyors. 

The development of the above materials in the 5-yeor course of the project had on ear- 
ly base in standards which evolved in other aelds, such os hospitols, nursing homes, 
homes for the aged, and schools, which provided much dota for early formulation df mote- 
rial. Porticulorly pertinent were those areas of overlap, such as in the orgonixation of 
health core facilities^ personnel administration, tiscol monagement, and physical plant. 

In fields such as business ond medicine, there ore practices which in some instances 
hove been established os accepted principles of operation and control. With varying dii- 
grees of modification, it was possible to transfer such principles to rehabilitotion focility 
operation and control. 

■ ■ n 

Data directly relevant to rehabilitation was provided through several means: 



1. Close communication with the primary professionol areas in rehobilitation facili- 
ties was established through the appointment of adviser-consultants to the project 
(oppendix I.); Each adviser-consultant served as chairman of a subcommittee of 
his professionol colleogues who colloboroted to prepare recommended standards. 
The subcommittee members are listed in appendix II, preceding their reports. 

X 

2. Together, the adviser-consultants served as a multidisciplinary committee. In 
tWs capacity, the advisers helped synthesize the recommendations of the subcom- 
mittees and provide ovemll balance and perspecti\re to the moteriol as it wos de- 
veloped. 

3. Hipresentatives of rehabUitution lociUt^ throughout the United States and Cono- 

da reviewed the mo^ the standords study at the annual work- 

shops of ARC^ Opportunities were isovided lor recommendolions and consultation 
with the projecistfld^ln teiot^ 

-V*" 







4. The pKiltct staff used the forsKdly estabUihed pieceduies described above, toge- 
ther with rekyant ::^ 9 soctation resources and activities* and personal visits to re- 
hobilitotion facilities* to gather inforsiaUon and knowledges in developing the stand- 
ards ■oteiial. 

The coUefction, onolysis, and application of Uie data to 'ih© development of the siond- 
ards ■oteiial was carried out with ^ assistance of a consultafiit in reseorch design and 
methodology. Finally* overall policy direction for the project was provided by lb© ARC 
Reseorch Committee compoimd of recognised koders in rehabilitation who had demon- 
strotad skill and experience in the conduct and supervision of research. The Research 
Committee hod final respo«utibility for review of the stondards mintericl, and endorsement 
to the rehobiUtatlon community. 



Early in the project, it bed been ogreed that a majoP^effort would be directed toward 
the demonstration of the utility of the standards materials. While considerable value could 
be attributed to the stondords as a result of consensual agreement, an actual demonstra- 
tion through applicotion of the materiol in rehabilitation facilities could provide substan- 
tiating evidence. By 1963, the standards materials includei a preliminary set of stand- 
ards, a questionnaire, reports from the professional subcommittees, and a large collection 
of reloted dota. This was ample moteriol to initiate a pilot program of field visits. Ac« 
cordingly, in 1963 projirat staff visited six rehabilitation facilities for the following eight 

objectives: 

1. Obtain experience in field testing. 

2. Informally test applicability of the standards. 

3. Judge rekvonce of standards to diversity of facilities. 

4. Test the stondords questionnaire as a survey form. 

5. Cxpkre methods for evaluating program operation and management. 

6. Evaluate standards' educational potentioL 

?. Judge attitudes of .facility personnel toward application of standards. 

8. Acquaint facility personnel with standards project. 

The results of the pilot field visits led to revisions in the standards and the survey 
form, and preparp'^ the way for formal fkld testing of the materials* Essentially , the for- 
mol fkld testing phose was designed to provik evidence os to the utiUty of the materials 
for upgrcxiing rehobilitation programs, ond indication o! their opplicobilUy to the existing 
diversity of rehabilitation focilities. 

Eleven loQdiiig rehabilitation facilities (appendix I.) were selected by the ARC re- 
seorch committee to represent the diversity in sixe, type of program, odministrgtive set- 
ting, oN ertawwimtt y f iktia^ Each facility was asked to pdrticipote in the field test, 

and all ogreed. 1964 through June 1964. 



Each facility ccNnpitte<il and retumod reyited survty fomi, reyiewad and ratod each 
standaid,and mode, such change ds podeible in their program to conform to the stohdords. 
Each of the faciliiiee wds visited by a staff member of the project for o 2- to 4^iay period. 
During the visit, comparisoii wos BHide between the survey form responies and personal 
observation of the program. An evaluation of the usefulness of the standards wos made 
through appraisal of the effects of the stondords upon the facility program and ottitudes of 
the stoff hosed on interviews of administrative and deportment heods, observation of the 
fociiity program, auditing of stoff conferences, review of ratings of the stondords ond the 
running accounts, and review of records ond reports* 

At the close of the S-month period, representoUves of the participoting fociHties were 
called together for o 2*day meeting. The findings, as viewed by project stoff, were pre- 
sented for discussion, verification, and finalizotion. Agreement wds reoched os to the 
minor clianges and clorifkations needed in the stondords. 

The conclusions reoched can be summarized as follows: 

1. Based on the close opproximation between the practices of the participating facil- 
ities whicli the professionally outstonding facilities and the requirements of the 
standards, it wos concluded that the standards represent a desiroblv level of reha- 
bilitation operation. The decision os to the close approximation was mode by- 

a. The chief executives of the porticipating facilities. 

b. The deportment heods of the porticipoting facilities. 

c. The project staff througli observation of facility proctices, ond subsequently 
verified at tlie meeting of representatives of the participating facilfties. 

2. Bosed on the efforts mode (or expressed desirability) of clianging those aspects of 
the program not in conformity with the standards, it wos concluded that the stand- 
ards are a useful tool for the improvement of rehobilitation service. 

3. Bosed on the similarity of the usefulness of the standards in oil 11 facilities, it 
was concluded that the consistency of the standards as a meclianism for upgrading 
rehabilitotlon programs was estahlislied. 

4. Bosed on the similority between the informotion obtained from the survey form and 
thot obtained from the field visits, it wos concluded tliot the survey form is a volid 
device for recording objective data about facility operation. 

5. Bosed on the simUor findings of the above for aU 11 facilities, it was concluded 
thot the survey form is reliable ond consistent os a measure of facility operation. 
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The above conclusxOTs led te ttxe final review by the ARC Research Coinniiltee, follow- 
ing which the standards were fiorniaUy edited d 

The ihforingtion and on had been gathered conci4rrently with the above 

developnients were Jormulated into, rationale, interpretation, and examples of standards 
and their fulfillment. The resulting draft, entitl^ ''Manual of Standards for Rehabilita- 
tion Centers and Facilities," was circulated to participating facilities and the ARC Re- 
search Committee. A second meeting of representatives of the participating facilities was 
devoted mainly to a review of the Manual and suggestions for increasing the specificity of 
the discussion. Members of the Research Committee independently reviewed ^‘^nual 
and made recommendations which provided the basis for a final revision. 



Today's rebabilitatiom facilities vary in many dimensions, but the two most significant 
differences lie in the kinds of patients admitted and the kinds of services provided. These 
differences emerge clearly when one thinks of such diverse facilities as rehabilitation 
workshops, cardiac work classification clinics, physical medicine departments in hospi- 
tals, and comprehensive rehabilitation centers. Even among focilities of a given type, 
there are variations in intensity of service, size of program, financial resources available, 
and other factors germane to the rehabilitation effort. The development of a specific set 
of standards for each type of effort would have been on impossible task because of the 
wide range of variaUons. Partially for that reason, and partially because it is undesirable 
to prescribe arbitrarily and in detail what rehabilitation should accomplish, the standards 
aredesignfxi to be used as measures of effort in direct relation to the specific goals which 
the facility sets for itself. In this sense, goals ore meant to refer to the purpose of the 
facility, stated in terms of objectives to be attained through the efforts of its personnel. 
The critical factor which must be recognized in the use of the standards by individual 
facilities is consistency between the goals of the facility and the program established to 
meet those goals. 



In order to apply the standards, a valid defihition of a rehabilitation facility is manda- 
tory. The definition should be general enough to be inclusive of all rehabilitation facili- 
ties, and specific enough to be exclusive of facilities which are not rehabilitative in na- 
ture. Many definitions of a rehabilitation facility ore currently in use and these have equal 
validity in focusing on one or another of the essential characteristics of the rehabilitation 
facility. These definitions have in common the following a priori assumptions: 



1. Rehabilitation facilities serve handicapped, disabled individuals whose disabilities 
are usually of a permanent, residual ^pe. 

2. The resulting rehabilitation problems relate to disabilities which are more chronic 
than acute; inherent in them are a variety of complicating factors which may in- 
volve the physical, embtiohdl, mental, social, ohd vocational well-being of the indi- 
vidual. 




3. Rehcbilitation minimizes the disadvantoges o! disability; it involves restoration 
ond odjustment services which are both curative ond educotive. 



4. These services are multiprofessionol and interdependent. 

5. Restpration and adjustment require the coordination ond integration of these serv* I 

ices into an effective functioning process. 

6. The process of rehabilitation requires— 

c. Professional personnel who ore technically competent in their fields, have 

knowledge of and appreciation for the other professionol services, and are j 

ethically responsible in all of their relotionships. I 

■ ■■ . I 

J 

b. An established, organized means of communication and ^snoring of information \ 

among the stcif. | 

c. Relctionshq) of the facility to the community. I 

' - ■ I 

d. An adequote physicol plant and equipment to provide for tlie safety and welfare I 

of the patients and to promote the efficiency and effectiveness of the staff. 

From these a priori assumptions, a conceptual definition of a rehabilitation facility was I 

developed: j 

A rehabilitation facility is an organizational and physical entity in which a soundly 

and ethically based program of integrated aird coordinated services is provided. The 

services are directed tpWord the physical, mental, social, and vocational restoration i 

and adjustment of handicapped, disabled chUdren and adults. The services consist of ! 

evaluation, treatment, education, training, and placement, and are provided by compe- 

teiit personnel especiaUy qualified in the various phoses of the rehabilltaUon process. 

This conceptual defiiution represents an ideal for a facility that is rehabilitative in 
its efforts; however, in actual practice, the concept is reolized in only a small number of 

comprehensive, freestanding rehabilitation centers. In applicotion of this conceptuol def- 
initim to the realities of facility operation, it is necessary to specify the essential char* 
acteristics of a rehabilitation facility, as has been done on page one. 

The standords will be effective to the degree that they ore utilized by rehabilitaUon 
facilities in a continuing program of improving services to handicapped, disabled individ- 
uals. These standards con be applied through individual programs of organized, oHnpre^ 
hensive self<«valuation and throu^ surveys such as the Approval Prcgrom planned by the 
Associotion of Rehabilitation Ceiiters. 

Certainly, all problems will not be solved with the publication and application of the 




stondanif, but thty will bt Ueught out in boldtr roliti. Once identified and analyzed, 
pTobleni become more amenoble to solution. Difficulties ore inherent in defining levels 
of quolity in areas where the body of knowledge is incomplete at best llony such areas 
enist in the field of rehobilitatibn. Nonetheless, forward motion required that o first step 
be taken. This proifNii is that first step. It represents 5 years of intensive stoff effort 
ond the generous assistance of many knowledgeable individuulsv^ It can iUstifiobly be 
considered a major stride into the reolm of stondord-setting ond definition of quolity and 
competency in the rehabUitation process. The Association of Rehabilitation Cwiters be- 
lieves that stondords for rehabilitotion facilities will be of uubstantiol value in the con- 
tinuing task of defining and advonciiiig the effectiveness of rehabilitation. The Associo- 
tion will continue to direct its best resources and tolenis toward further development and 
improvement of stondords for rehobilitotion focilities. It confidently anticipotes the co- 
operati/jn of everyone concerned in the uphill struggle to meet more odequotely the human 
needs of disabled p^fsons. 



2 Th* proi«ct staff sxprsss ihaU opprocioticn to ths Rsssorch CommittM of tbs Association of 
Roliabilitatton Centofs, tho advise?'<K)nsultonts and thoir oommittsos, ond tho 11 robcd>ilitation 
facilitios that paiticipatod in tho field test! 19 of v'ho standards (appendix I). Without their ossist- 
ance, and the help of many others too numerous to mention, the ocoomplishments of this proiect 
would not hove been possible 
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ESSENTIAL CHARACTERISTICS OF A REHABIUTATION FAaUTY 



_ Stondiitd* gntMioIs wtro dweIop«I foi appUcaUoR to rehobiUtation fcwiHMH 

which have the following basic choiacteristics:* 

1. The facility's major purpose is the rehabiUtation of handicapped, disabled individ- 
uals requinnq restdrative and adjustive services in an integrated and coordir^^^^d 
individuoUzed program. 

2. Sendees l]i the iollowing three areas ore regularly and conveniently available; 
services m at least two of the three oreds ore provided within the focUity by full- 

Une* professionolly qualified staff m^bersv^^^^^ 

Oo Medical 

b* Psychological and/or Social 
c. Vocational and/or Cducotional 

3. The facility's program is rehobilitaUve in noture and not primorily directed to the 
provision of custodial and long-term core. More definitively: 

0 . The fociUtir's ptognm is mote Uum that requind for extended nursing care. 

b. The fociUtir's prograo U moretbon that required fSr extended sheltered 
ment. 

W' 

4. The facility operates under a legolly constituted governing body with responsibil- 
ity for ongoing administration vested in a chief executive. 

5. The faciUty's physical plant and equipment are adequate to insure the sa^^^^ 

welforeof the patients and to promote the efficiency and effectiveness of the staff. 
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I. GOALS 



PRINCIPLE: 

j • • t ^ ^ 

The rehabilitation facility shall have established goals to govern the direction and 
character of its program. The operation of the reiiobilitation facility shall contribute to 
the fulfillment of its goals. 



A "goal'- os defined in Webster's New International Dictionary (third edition, una- 
bridged) is "the end toward which effort or ambition is directed; aim, purpose: a condition 
or stote to be brought about through a course of action." The orgonized course of action 
undertoken by a rehobilitation facility is directed to the achievement of gools which vary 
in ifflp6rl^ce> urgency, and feasibility. The reospn for every segment of thdt course of 
action is not always evident, but there exists an underlying purpose or gool. The issues 
are: (1) to what extent is the underlying purpose or goal in accord with potient needs, 
community needs, and the facility's resources? and (2) is the gool cleorly understood by 
the patients, staff, governing body, and community? 

Patient needs and community needs are more likely to receive consideration when 
they Ore incorporated into the facility's statement of gools. However, the mere enumera- 
tion of needs does not in itself assure responsiveness to them. The necessity for awareness 
ond sensitivity on the port of the facility should be met by a stated procedure through 
which the facility con properly ev(^uate patient ond conununity liMds ond appraise its own 
results. 



The extent to which the facility is able to meet patient and community needs is de- ^ 

terinined by its resources. More limiting thqn insufficient funds or inadequote plant and 
equipment ore' lock of leadership and scarcity of qualified stoff.< Where such limitations 
exist, they will require the facility to state cleorly in its goals how for it can'go in meet- 
ing its service obligations. 

i 

Qeor goolSf consistent with one onotherf provide the common purpose which is essen- [ 

tiol lor coordinotion of efforts. Many rehabilitotion focilities ore port of a lorger institu«> \ 

lion. Exomples ore o deportment of physicol medicine and rehabilitation in a hospitol, or | 

o lehobilitotion unit of a university. Even though the larger institution hos stoted over- | 

all gools, it is still cesiioble for the fociUty to hove its own statement of gools. This I 

serves to identify the facility ond moke its special function cleor; it helps proiect the fa- 
' cility's Image; it gives the stoff o strong sense of organizational purpose and helps them 
creole o therapeutic environment which sny spell the difference between successful ond 
unsuccessful rehobilitotion. 



Inodditionlo prawMlnt dlncttm find Mtvliig os a nU^ifiag pobit ipt staS end pottmtCt 
9 oaU piwid* a yndiUck te MOMiriiq Um pwfntMnM of a MhaUUIottM idplUty. WIm> 
Ihw {NffeiMiiM is svoliwtsd by tbs isciUty stoSilqr ssssullaaitiMt os port ol sn Ofpiov* 

<d pi09R^ Um yonistiick tswdna lbs so«s; •vdiMltai should hm os Us basis lbs oooU 

of tbs foeiUty. 

A OMjor factor in achioving guolity strvicti liei in tht oppUcotion of tho goals prin- 

ciplo, tecotiso Mlf-Woluatibn is an ossontial port of the gpplicptinii ptooess^ Setf«sval^ 

liotipn in turn leods to nore effsctive utilizotion of resources ond a aoie cohesive coor* 
dinoted/internoUy consistent program coo.«vo, coor 



STANDAtDA. 

TIm cehabiUtatidn focility shoU how wtobliolicd« otolod goals. Thow goals shall ha: 

1. CoMistsin with tho’ isinlnim rtgniwaMifii lor dsflnl'tioQ os a rriMribllitotioa facility. 

2 . Comistont with its corpoioto ehoitor or coBstittttioB. 

3. A SMittor of official rooord in coBsolidatod fans. 

4. Roodily ovoildblo to: 

a. Stott 
h. Potlonts 

c. Sourcos of roficral 

d. Pnrchossrsof sor^o 

0. Cootributors or sopp^rtors 

1. Rolotsd public 




The principle discuss^ obove hos general opplicgtion. The estohUshment of gools 
which ore cleorly iiefined ond consistent with one another wiU iaisove the effi^ 
effectiveness of any organisdtion ond facUitote evaluotion of its programs The lehobiU* 
tation %ility has o porticulai responsihiUty to define its gools and to molw them known 
because (1) the lives and well-being of people ore directly affected by its octivitiesp ond 
(2) rehohilitotion faciliti^ ora compcnotively new on the heolth scene oi^ therehire ora 
not weU understood by the publics 



A stotement of goals should dettne the noture of the rehobilitation facility ond de- 
scribe its |imikd|on8. R should also piovide guldonce for short-range^ inteiRiekate; ond 
longfonge plonniiigs 



Obviously o facility offer^ the minimum serviaes differs morkedly from o comprahen- 
sive facilityp.ond the range betweom these two types is widss An exompte of the gools of 



•W«l*iWS83«M^ 



a porUciilar nMiUtatiim fielUty ot tht ttiiiiM^ 

To oiMitt indlvldiiolt mh» ham etnfaral palsy aokt a tiiccttsfiil odjustMiit to t^t 
labor aaricti thioopb lbo psotisioR of social cosawoifc«voo^^ counsoUiig and tost* 
is^, iob tryout, and Job pl^icaMiit ssrvicos* 



In addition to tbs ebovo, tbs stotssmit ws^ IddiootS nors spscifiooliy tbs ags rs- 
striction, isiidsncs and fiiNmdal isquiisMts^ ond othsr Uaitmtions in sffoct 

An sicoapis of 0 stotsisail of fcMds fa tbs coapishsnsivs iociUty is: 

To ossist individuols unobls to aointain pbysicol, social a sconoaic asponsibili<» 
tiss bscouss of ssvsfs disoblinq circulotory, npuroauscula, respiratory ond astobolic 
illnsss to ocbisvs a aas naaol sxistsncs tbiou^ tbs provision of asdicol, psycbo* 
lo^col, social, vocotiottol, sducotiai and rscreotionol ssrvicss. 

To foeiUtats planning, tbrss Isvsls of goals might bs sst down: (1) sbabrun, imas^ 
dials gools which opply to facility opsratiais fa tbs fiscol ysa; (2) intsnsediots gools 
which guids planning fa o two to fivs ysa period; (3) long-range gools which pro^s 
underlying continuity and give the focility its basic idsntificotion. A full understanding 
of ultiaots objectives Is essential to the estoblishaent of oppropriote iaaediote gools. 
The three levels of goals should be consistent with one onother ond with the legol status 
of the focility. Only the long-range gools ordiiKirily will be found in the chorter or bylaws 
of the focUity. Maja changes in the prograa of the facility thot deporl from established 
goals should hove the pria opprovol of the governing body. 

In a rapidly chonging society, o facility which is sensitive to community needs will 
find thot laig^an^ goals do itat provide the desitabk practicol specificity 
week-to-week opaoUons. Conversely, specificity wit^t overall direction cai result in 
lock of coofdinotion and frogaentotion of program. estoblishaent of gools ot three 
levels-short-nm, interaediote, and long-fonge-con provide the balance required. 

To be of aoxlaua usefulness, gools should be formulated by the governing body ond 
set lath foraoUy ta 0 statairant of purposes. Such o statement, suitably odopted to dif- 
ferent oudiences, shotdd be distributed teethe staff of the Incillfy, its potients^ community 
ogencies, sdaces of referrai, purcboiers of service, contributors and ^ippaters, and the 
tacility's reioted public. The statement aoy be incorporated In the employee's hondbook, 
patient's bfoahMre«aiaual report, and otha publicotia&i of the focility. yoriatjiions in the 
stoteaeni aoy be neceesory to aoke it cleorly undastood by the reodas to whoa it is 
directed but such vocations should not dbtort the^^^g^^ in inconsistency oaong 

the statements. Pulfillaent of this aspect of Stondard A is port of thb hosic canaunity 
relations respaaibiUty of an^ 



t fnlmisiltj ftlntfmr ^ *-“**^ la tbs Mctloa on **S«rvic«i.** 









SrANDA^D t. 



Th« nhcibUitatioa fodlity** gooli iholl b* specific. Gocdi stiall relate to: 

1. Tho hun«n nmdM prapoiiM to ftiifUl. 

2/ How tte roioloo to tho 

3. Tho f«ft>trietioQ« aa4/o^^ *|ipcl<!l oonditiono cqpplyin^ to |>ationts sorvod and to 
socvl/cos {vovMod. 




To dio oxtont fiofSible, goals should dotail the needs to be served, the services to be 
providedi ond the requiremmts for odnission. Goals should specify the particular human 
needs to be met as they relate to the individual's functional situation and the influence 
o! his own envifonnhintal circumstonces, be they physical, sociol, and/or occupational. 



The following ore examples of human needs which are likely to be rehobilitotion goals: 

•Physicol indtptndsncev In pursuing this brood goal, the potient's potential wifi be 
evQluoted to determine how realistic the goal may be ond how far the institutional 
program can support the specific potient g^. For some, achievable physical inde- 
pendence will not e^end beyond o niostery of the rudisients of self-core. In this case 
o facility should be prepored to provide the range of services needed for oil of the 
ottainahle obiectivee asaociot^^ with independent living-from bowel and bladder 
training to the fitting of, and training in the use of, ossistive devices. 






necessity for o porson to he productivo. The program of a facility pursuing 
this goal moy ronge from the provision of home-bound employment or sheltered work- 
shop plocemsnt to job plocement in competitive rmipioyment and follow-up. 



•The estobUshmoni of personol/sodd relotioiuih^^^ Attempting to meet a goal of 
this kind again involves o brood longe of services. At one end of the scale would be 
^e prwiidon of occosionol racredtionol ocUvitiesrot the other would be o full 
complfirant of social, psychologicol and psychiatric services to hplp the patient 
gchieve hit r^opCi^ ond sociot development to integrate; him into the 

oemmunity^t tocild stmclura. Such goals os ''hoppiness^/' ''o W lilo,V or "over- 
olt odiusjbMQt" oit loo vogue for program plonning ond do not contribute to m under- 
standing of the focUi^ty's sorvices. A i^l of ''rtnev^ ii^th ^nd peace for 

esfa^pfe^ does not di^^ rehobililatlon foeUity from a religbus institution. 



If a kraiUty it to diod with humon niid!^ it b obUgoted to spoeity tho tcope of its 
resoiaces arid the limitations of iUr program. Ayoilable assiataneo mimt Ira boloriced o* 



*|J 



gaiinit the individuol pofient's needs, his pptenticil, ond his environmental circumstances. 
In other words, each facility owes it to itself and to its potients to recognize not only 
what it con do, but whot it is not equi|g>ed to do* 

The hicility'f^ goals should be applied in a consistent manner to all facets of its pro- 
gram. For example, the selection of patients and the manner in which they are served 
should be bused on the overlap between the gools of the facility and the patient's needs. 
Similarly, the size and nature of the budget, staffing patterns, acquisition of equipment, 
and evaluation of new concepts and approaches should be related to the stated goals. 



STANDARD C. 

Th* goods of ths rehodsilitotion facility shall be regularly reviewed by its staff an^ governing 
body. 



With the passage of time,' new needs arise in a community and old ones change. To 
maintain a program which is related to community needs ond to changes in clientele, avail- 
ability of staff, technical developments, fiscol support, and similar factors, the facility 
should review the reasonableness of its goals periodically and in depth. 

An effective technique for reviewing goals is to have department heads submit, at the 
time of annual budget preparation, a stotement of goals to which the program and support- 
ing budget relate. It is helpful for such a statement to be developed at the time when the 
deportmental staff is reviewing the previous year's goals and accomplishments. The goals 
proposed by each department can then be reviewed by die chief executive for consistency 
with long-range plans qnd other objectives. A department head meeting is also helpful to 
synthesize dehattkbntal q^ overall facility goals. The final product should, of 
course, be presented to the governing body for its consideration. * 

Other techniques for review of goals are the formation of special committees and the 
use of outside periionnel for evaluotive purposes. Whichever opproach is applied, it should 
include careful exominqtion of the program of the facility to ascertain if it contributes to 
achievement of the self-chosen gools of the facility. Proposed changes in goals should 
include recommendations regarding requisite services, operating procedures, and staff 
alignmmit. The restated goals olso should be consistent with the definition of a rehabil- 
itation faciUty, ccmsistentwi^ legal Xtatus of the facility, (ind should be specific, 
ottfldiloide, and fiexible. The new gools shduld be distributed to the staff and other af- 
fected liidividuols ond agencies; 






Focilities which hove never formally developed or reviewed their goals will particu- 
larly find thot' t^ is 0 valuable experience hnii' self-exom^ and heightened 

perspective* 
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II. ORGANIZATION 



PRINCIPLE: 



Th* organizational structure of the rehaUlitation focility shall contribute effectively 
. to the implementation of its goals. 



^'OrgonizaUpii and odministralion' Vrefers to the manner ill Which facility 

service^ and personnel are brought together to achieve a. program of rehabilitotion for the 
individuol patient-o program which meets his particular problems and needs as complete- 
ly end thoroughly os possible. The ultimate measure of a facility's organizational and 
administrative structure is how well it combmes these resources hi the best* interest of 
the patient and how effectively it contributes in this way to achievement of the facility's 
goals. Final authority for determining the structure is vested in a governing body which 
sets policies for the institution in relation to stated goals. Responsibility for building ^ 

^e s^ctwe and making it work is assigned by that bb^ The funcUons of organizing, j 

directing,dnd controlling services (end personnel) are performed by those to whom the ne- 
cessory authority has been delegated. 

'f' 

Accepted principles of management provide reliable guidelines for structural develop- 5 

ment, but the organizational structure of a rehabilitation facility hos uniqtie demands upon I 

it because of the degree to which services must be coordinated and integrated. The inter- i 

dependent nature of the total rehabilitation effort requires thot the personnel involved 
assume responsibility not only to their own service, but also to the relationships which 
moke integration ond coordination of all services possible. 

The skeletal structure of organization is fundamentally the same for any rehohilitation I 

facility, whether it is a freestanding independent center or a unit of a larger institution. I 

Some of the elements which comprise the structure may be farther removed from one an- 
other in the latter setting, but the basic relationships between those elements remain un- S 

changed. For example, in the discussion that follow^ the term "governing body," when fi 

appropriate, refers to the rehabilitation board or to the administrator of a larger institution | 

responsible for the rehabiUtation unit. | 

- . . . ’ ^ 



STANDARD A. - ■ | 

The r«hqbilitatioe fabUity shall be. or Iw pcfft of. o legolty constituted corporate entity wit^^ I 

o charter ok constitiUion and bylaws^ which are in accotidance with legal lequirenwnti effecting its I 

.'organisotios. 

1. The charter or constitution Shcdl; > 



a. Identify th« eqrpoiot* 

b. St^« objecl lb# cqtporrte 

c. jDcscrUM cat* 9 priM of, and quolificotipos for, mento 

d. Desoibc motbodrofoiQoadiBgtho coQftittitioii. 

2. Bylowo, which inay eoatqiii tbd ortieloi lititod undtr the consUtution, iball, in addition: 

. a. Provido f<w a governing body; V ' 

bi Deif^ibe quaiific^iona for meriberiihip ip the govexniitg body, election, and,tenure of 
office. , ; 

c. Establish re^ca and ap^ial ineetinge the governing body; in no eveat less than 
'\v' .three- aieetings:''6achyec^ 

. d. Provide lor coninuttees of the governing body> . ; 

e. Describe the parliamentary procedures which shall be followed in the conduct of busi- 
ness meetings. 

f. Describe methods of amending the bylaws. 



The legal status of the faciHly must be appropriate to its goals and program. Whether 
the f&ility be vdi^ owned, or proprietary, its charter, constitution, or by- 

laws should mdhe geherol provision for its program. If the facility is a governmental unit, 
there should be an appropriate statutory basis for its existence. If the facilif.y is port of 
a larger institution, there should be justification in the institution's charter or constitu- 
Uon for the specioiized ocUvity of o rehabilitation department. 

ibustomarily, consultation is obtained in drawing up a chdrter or constitution and by- 
laws to insure conformity with legal recpiirements as well as with tiie specific items listed 
under this standard. 






STAM>ARDW. 

the rebabUitatidh iac&lity shall haVe a formally constituted governing body with legal and 
mol^ responsibility f0« the formulation of j^oad policy directed toward the establishment and op- 
eration of ihe-pro^prom*--' ^ 

1. The governing body shall be constituted so as to provide effective leadership, resourceful- 
ness, and stcd>ility lor the facility. 




a. Hmhbersbip on tire governing body should reflect a cross section of leading public- 
spirited citizens of the, cmmmunit^^^ 

b; No individtt^ shall retcdn membership on the governing body when such membership 



' ; coadUtidee a 

c* tiQucrUm ieg ^ of at lecmt one-tblrd of tiih nWmbership shall be in eHect. 

dk Miniites of meetings shoU be recorded, safeguarded, and available fmr review as author- 



. V ized 1^ the 



governhig body or tM chief 



executive* 



■f -■ 



2. TSe* governing body ohoU hav tbo fosponsibility roquirad fortho eotablisluiiont and m 

tonOBca o£ hi^ ntcfidordii oi opocation for tho facility « and for itn continuing dovolopmont. 

a. Rohobilitotion ncods of tho cooununity sboll bo cnotrtained and intwpretod periodi- 
edlly. ■ ^ 

b« An Mganisdtioo^ plan lor tho facility oholl bo in offoot« togothor with appropriate 
raloo and ngttloti<ms« 

e. A /qpo<di£iod «^of oxocutive shall bo qppoinlod« 

d. FoGiUtios and oquipmont consistont with nofds shall bo providod. 

0 . Adoquatd financing sholi bo provided through securing sufficient inconio, budgeted 
cmispi, safe odinlnlstration of trust funds, and a good recordkeeping system. 

f. Gauoral personnel policies shall bo established and in effect. 

g. Annuol and othor mootings as majr be required shell be conducted to report to the mem- 
bership on the pffoirs of the corporation ond the activities of the facility, to elect mem- 
bers td tho governing body, and to cony out such other business os required by the 
bylaws. 



The concept of the governing body2 is as basic to the rehabilitation facility as it is 
ta other types of health care institutions. The bylows of the facility should set forth the 
responsibilities of o governing body, describe the quolilicdUons for membership, and es^ 
tabiish rules concerning hrequehey and conduct of meetings, commutes, and amendments. 
The governing body is the final authority for the facility's operation; it should provide 
competent judgment and contiiwity of leadershi|vboth of which ore vital to the establish- 
ment and* mointenonce of high standards. Because of the key role which the governing 
body plays in tfie operation of the facility, it mist be so constituted that it can provide 
effective leadership and stability. The size of the governing body, as an example, may 
be so small a& to limit its resourcefulness or so lorge as to hmnper its functioning. Ob- 
viously no fixed number represents the optimum size of the governing body, biit on approx- 
imate range of between ten and thirty members should permit the desirable quolities to 
emerge. Most critical to the success of the governing body's functioning is that its mem- 
bership be Composed of competent individuals who are deeply interested in the goals and 
program of the rehobilitotion focility. This interest will be reflected by the amount of 
time and resources which each member devotes to his position. One method of sustain- 
ing wterestis the injection of new spirit into the governing body by selection of new mem- 
bers to repioce those whose tenure hos terminated. Therefore it is desirable, olthough 
this is not stoted as o stohdard, that membership on the governing body be limited in time 
and tliQt terms of offipe be staggered. 

The resourcefulness and stability provided by the governing body has the greatest 
radge ond <^th wh<^ the respuirces, needs> and attitudes of the community ore reflected 
in its membership. This does not require a^mechanical apportionment of members to rep> 

^ For hiithir^d^ this and suectdtiiig sielions perfoining to the gdvsniittg body 

sso<^‘ Molcqlsi MocEoi^sWi, Hospital Orggnisiition cmd iloiip^nwiit , Berwyn. Illinois: Phvsi* 
cicbu Heodtd Co., 1962, . ' 



resent defined segments of the community; rather, it requires individuals who can sensi- 
tively coordinate the facility and the community. Such coordination will help assure the 
necessary community support and understanding of the facility's activities on the one 
hand, and the optimum contribution of the facility to the community's needs on the other. 
Proprietary, governmentoi, and denominational rehabilitation facilities are not bound to 
the necessity of a representative governing body. When it is not possible to reflect all 
community 'interests within the governing body, advisory boords can be effective and are 
recommended. In smaller communities, the opposite problem may prevail: community in- 
terests may be limited and it moy be next to impossible to find a member of the ^^oveming 
body who does not face a conflict of interest.* The leading citizens in small communities 
may be the sole source of goods or services which the facility requires. If the members 
of the governing body adhere to high ethical standards, then actual or potential conflicts 
of interests will be minimized. 

The size and scope of the facility's operation will determine how frequently the govern- 
ing body should meet and to what extent it needs to organize itself into committees. At 
the minimum, the governing body shall meet every four months. At these meetings, at 
least one-third of the members of the governing body should be present. At least annually, 
a special meeting is required to report to the membership on the affairs of the corporation 
and the activities of the facility, and to carry out such other business as is required by 
the bylaws. The deliberations of this meeting as >well as of all formal meetings of the 
governing body and its committees need to be recorded in the form of minutes for admin- 
istiOtive, Qccreditotion, and legal reasons. Such minutes should be safeguarded and avail- 
aide for review as authorized by the governing body or the chief executive. 

The longer the intervals between meetings of the governing body, the more important 
it is for an executive committee to be formed and given the authority to act, subject to 
review by tlie gwerning body. Some areas may require study in dep^ which must be done 
by a committee, irrespective of the meeting intervals of the governing body. Finance, for 
example, may require particular work-up by a committee. The principle involved is that 
the governing body organize itself so that it can most effectively meet the needs of the 
facility in relation to the community of which it is a part. 

The governing body's primary responsibilities are the establishment of policy, liaison 
widi the community, and financial viability of the facility. These are highly interrelated 
areas. The development of policy depends to a large degree on knowledge of the needs of 
the community, and relations with the community will depend on the extent to which pol- 
icy leads to quality services. Accomplishments in these first two areas, in turn, will 
affect the degree to which the community contributes financially to the facility for a strong- 
ly interactive relationship. 

The policies formulated by the governing body will affect the organizational and fi- 
noncicl structure of the facility, its program, personnel, plant, and equipment. Through 



these policies, the governing body strives to maintain high standards for the facility. 
While members of the governing body may not have the professional training which quoli- 
•Ues them to evaluate aU rehobilitaUon services, they should )>e cognizant of the field 
through the work of committees, consultants, reports of the stdf, and personal observa- 
iions. 

Community relations take two directions. In one, the governing body ascertains the 
needs of the community to provide guidance for the direcUon of the program. Community 
needs can be ascertained through periodic surveys of referring agencies, private pracG- 
tioners, and knowledgeable individuals as well as through ancdysis of health and eco- 
nomic statisUcs and reports. Such surveys might best be conducted in cooperation with 
other health, social, and planning agencies for more accurate data and as a step toward 
improved coordination of services to meet the needs of the community. Activity in the 
other direction consists of interpreting to the community the nature of the rehabilitation 
program and its role in the community health structure. 



Assurance of financial responsibility is a critical function of the governing body. 
Even in those facilities that are heavily endowed or are tax-supported there must be an 
accounting of funds and overall budgetary control. For the majciity of facilities tk-* op- 
erate at a deficit which is not ocsily met, the governing body must seek resources and 

develop fund raising techniques to provide for the program which it has developed and 
approved. 

The governing body remains effective to the degree that it concerns itself with broad 
policies of operation and control. If policies are adequately conceived and the responsi- 
bility for implementation is given to a qualified individual, then the governing body has 
discharged a major responsibility. In the final analysis, responsibility for carrying out 
policies of any governing body must rest with one individual-lthe chief executive. For 
effective application of this standard, the responsibilities of the chief executive of a re- 
habilitation facility must be clearly stated and formally established by the governing 
body. The unique problem relating to the appointment of a chief executive qualified tp 
operate a rehabilitation facility lies in the term ''qualified.'' Tibe field of rehabilitation, 
in its present state of development, has not defined with sophistication the necessary 
qualifications of the chief executive. Quality in a chief executive can be judged on the 
basis of three criteria: educational background, experience, and performance on the job. 
The training which a chief executive has received obviously is one measure of his abili- 
ty to function effectively, particularly if his education has been directly related to th6 
job demands of the facility. EIxperience can also be taken as an indication of qualifica- 
tion! ^>ut, as' with educational background, it . should, not be judged apart from on-thc^•job 
performance. The current performance of the chief executive on the job is central to any 
determination of qualification. If he is performing at a high level of success, then his 
qualifications, whatever they may be, are adequate. Qualifications may vary widely and 
are dependent, in effect, upon the operational demands of the individual facility. There- 
fore they must ultimately be judged in the light of successful performance. 



It it t i cott a tu dlt d tiMt tht ckitf Mtculivt hovt at Itatt a baehelor't dtgrtt (roa o 
coltegt or tmivMiity. SimA bock9iottid ahould cwntUt of a uojor in tori# 
dMMMttraUy of procticol vdut in tho odainittroUon of o rthabilitoUon focUity. Abovt 
thii liait, tht aaount of tducoUon it not ot inportont at txporitnct and job ptrformanct. 



STAMDARD C 



Tb» chtof MfcnUve of tho facility shall hovo tho authority and bo losponsiblo for dlroctf^on 
of tho foclllty's oporotion in acoordanco with policy ostc^lishod by tho govoraing body. Ho sholl: 

1, Estoblish and nuiintain olfoctivo liaison with tho goooining body. 

o. Ho shall bo prosont at all mootings of tho govoming body and standing consnittoos^ 
oxoopt whon his porsonal stotus is undor considorotion. 

b. Ho may bo on ox-officio moabor of tho govoming body without voting privilogos, oxcopt 
whon it is roquiiod by law that ho hovo voting privilogos. 

c. Ho sholl oriont now mombors of tho govoming body to tho oporotion of tho facility. 

d. Ho shall assist tho govoming body in tho formulation of policy by prosonting and in- 

^ torproting oporating reports, f inanciol stotomonts, short-torm and long-torm plans, chang- 
ing concepts end standards, ond rolotod informotion. 

o. Ho sholl assist tho govoming body os roquirod in such functions as fund raising, com- 
munity rolations, and relotod duties. 

2. Coordinate ond direct activities of tho focility in accordance with tho policios of tho gov- 
oming body. 

a. Develop tho organisational stracturo for tho focility through delegation of authority and 
responsibility, ostoblishmont of linos of communication, preparation of current oigani- 
xation charts, oigonisation manuol, written policios, flow charts, and rolotod staff odu- 
cotionol material. 

b. Maintain poroonnol policios through involvomont in pomonnol rocniitmont and selection, 
poroonnol training, omployoo relations, and through dovolopmont of Job descriptions, 
table of orgonisotion, and related areas. 

c. Control tho operation of the focility through day-to-day docisioii and outhorixation of 
expenditures and other procoduros in accordanco with tho policy established by tho 
governing body. 

d. Upgrade tho operation of the facility by studying and analysing reports of tho various 
departments; comparing tho porfor, dances ogoinst budgetary, administrative, and pro- 
fossicmal standards; and taking appn^oto corroctivo measures. 

o. Keep obroast of rohabUitotiOn dovolopeionts locally and nationally. 



The chief executive tro|!«iates the policy decisions of the governing body into the 
day-to-day activities of tho facility. It is therefore inpottant thot the diief executive be 
given adequate authority to carry out.his rbsponsUdUties. Just as a governing body hos 
a right to expect tixit a chief executive not sl^se tl^ outhority delegoted to hisif the chief 
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txecuUvt has a right to txptot a governing body to exercise self-restraint so that he is 
not undemdned in the discharge of his duties. 

____ t • 

The chief executive can be responsible only to the whole governing body. To ovoid a 
conflict in roles and interests, it is best that he be an ex-officio menber of the governing 
body without voting privileges, except when it is required by law that he be a voting nem- 
ber. In ony event, the chief executive should attend gs many of the meetings of the gov- 
erning body and its comiuittees as possible to be fully inform^ and to inform, except when 
his personal status is under consideration* Bosicolly, a free flow of information must 
exist between the governing body and the chief executive. The latter should set the pat- 
tern by providing new members of the governing body with a full report of the various as- 
pects of the facility's operation, including progress toward the realization of program ob- 
jectives. This may include a review of the development of the facility; a tour of the facil- 
ity; discussion of its current goals, program, and problems; the relationship of the facili- 
ty to professionol groups in the community ond to the public; and review of anticipated 
needs and tentative plans. Maintaining harmonious relations with members of the govern- 
ing body is a continuing responsibility of the chief executive. 

The chief executive assists the governing body in the performance of its functions by 
presenting and interpreting operating reports, financial statements, and related informa- 
tion.^ He should also help keep the members abreast of developments in the* field by dis- 
cussing changing concepts, i'ends, and standards. 

The chief executive carries out some of his responsibilities by helping to establish 
on orgonization oppropriate to the goals of the facility, and by delegating authority and 
assigning responsibility to qualified staff members. Even when the chief executive is 
professionally competent in a clinical service, he should not attempt to supervise the 
service unit directly (unless the facility is small), but should appoint o department chief. 
Thus, On occupotional therapist who is chief executive of a rehabilitotion facility should 
not also attempt to direct the occupational therapy department, unless the size of the fa- 
cility requires such o dual role. Conversely, the chief executive cannot relinquish his 
overall responsibility for the quality and appropriateness of the services. As chief exec- 
utive, he must see to it thot medical and other care is provided in accordance with the 
objectives and standords of the facility. 

The chief executive is responsible for the recruitment, selection, and development of 
stoff. Therefore, he should see to it thot appropriate personnel procedures are established 
to facilitate recruitment and assure retention of competent staff. Recruitment procedures 
will yory, of course, according to the size, location, and program of the facility and labor 
market conditions^ It is best that the decision to hire an opplicont for a professional po- 
sition be made with the advice of the head of the deportment involved. A deportment head 
generoUy will be better able to judge the professionol competency of the opplicont. The 

^ For o more dotoileU emolysis of the function of the diief executive in relotiun to the governing 
body, see Roy Johns, Executive Responsibility, New Yodc; Association Press, 1954, Chapter Vi. 



odiiiiiistratoraid his staff must olso be sensitive to !he applicant's capacity to odapt and 
contribute to the teomwork of the facility. Personnel relotions in large neosure reflect 
the conduct of the chief executive. If the diief executive desionstrotes Ids sincere com- 
mitment toharmonious teomwork by applying it directly in his own position«he will direct- 
ly influence the stuff to do the some. The chief executive must be smsitive to staff otti- 
tudes ond feelings. An "open door" policy may not be enough. Alertness to potential 
problems, com|doints, and conflicts makes preventive action possible ond corrective ac- 
tion easier. In addition to periodic deportment head meetings, the chief executive or his 
designote should encourage informol contacts. 

It is helpful for the chief executive to formulate guidelines concerning the develop- 
ment and maintenonce of policies and procedures covering: 

1. The definition of policies ond procedures. 

2. The source of the policies and procedures. 

3. The method of communicating policies ond procedures. 

4. Exceptions and appeals. 

The formulotion of personnel policies ond related moterial is documented in several sources.^ 
The section on "Personnel" covers this subject more fully. 

The chief executive should also keep abreast of, and contribute to, rehabilitation de- 
velopments locally and nationally. The adequacy of the time and effort he expends in 
this direction cOn be measured not merely by the number of organizations of which he is 
a member but by the degree to which the program of the facility is utilizing the latest 
reco(|nized techniques and attacking the appropriate, current problems of the community. 



STANDARD D. 

Th» r«hcd>ilitaUon facility's organizational structuro shall bo dasignsd to promote efficient 
and effective application, coordination, and intonation of the program essential t6 meeting its 
goals. 

1. There shall be policy established within the facility governing the delegation of authority 
ond responsibility. 

2. Stoff meetings shall be held at intervals appropriate to the administrative and professional 
needs of the foeility. 

i 

3. There shall be involvement of staff in constructing agenda and in departmental decision 
jncdcin^e 

4. There shall be an established and understood procedure for resolving interdepartmental 
conflicts. 

4 Rkqr Johnsr 0^^ 

Rm^ Likert, New pgiifgas of Maaggemeat, New Yorie; NcGrow^Hill,' 1961. 
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5, TIm ehl«f ^ Mdi 4ipoiUMiit alicdl te ^'Mpowib}# to tho chiol oxtciittvo or his detignoto 
Jor^u|IUlM«rt dlUsossigiMddg^ Tho ehisf of toch dspcKtntiU sluillr^ 

fr, Cory out Um odndnistratloo of Us dsportissat in ksspUg with yoliciss estahiishsd by 
thsgoytrnbig tody ond'by Um chitf oxscutivo, ' 

b. Diroct tto toporimsnt's oCtivUiss. includiog tbs dstOrminotion of job dutisi, within 
tto woopo of tto rospoosibility do Isgatsd to him. 

c. Havs diroct occoss to tto cUof oxoeutivt or his dbsignato. 

d. Porticipoto in decisions affecting his department, such os budgeting, staffing^ space 
allocation, travel, client selection, in>seiyice training, consultonts, pubUc relotions, 
and program development. 

e. Be responsible for employee scheduling,, time sheets, job performance, and periodic 
rating of the enmloyees' eff^iveness. 

f* B* responsible for ond closely supervise interns, troinees, oides, ond volunteers as- 
signed to his department. 



The multiplicity of services in the rehabilitation facility requires the minimization of 
interservice rivalries and the integration and, coordination of services. Fundamental to 
such an accomplishment is mutual respect among the service units or departments for the 
V* integrity and worthwhile contribution of eoch. This is fostered by; (1) staff knowledge of 
the nature and goals of each service unit; (2) clear focus upon the ntods of the individual 
patient; (3) a system of values that minimizes the influence of differences among profes- 
sions; (4) clearly written descriptions of the proper area of functioning for each service 
unit; (5) clearly understood lines of authority; and (6) a high level of staff merale. 

Staff relationships are healthier when everybody knows who reports to whom, and why. 
The rehabilitation facility's governing body and its chief executive should recognize the 
necessity for delegation of authority and assignment of responsibility by providirig clearly 
written policies to govern that action; The ddvantages of such policies ore twofold: (1) 
delegation of authority takes place more easily and with consistency; and (2) there is 
staff understanding of the basis for such delegation by the chief executive and by others 
whom he designates. His responsibility in this regard was discussed under Standard C. 

Holding regular staff meetings is another effective means of promoting interservice 
understonding and integration. The section on "Services" further discusses the nature 
of these meetmgs. In general, they will be more meaningful and appropriate when staff is 
involved in suggesting agenda. The same holds for departmental decision making. Staff 
involvement is not meant to imply that departmental decisions must be approved by staff, 
but rather that staff should be given an opportunity to express themselves concerning, 
those issues which affect them. It is not always possibie to make decisions in accord- 
ance with staff preferences, but the sotisfaction of having thsir preferences considered 
and having the reasons fer the decisions explained contributes to staff acceptance and 
implsmentoUon of the decisions. 
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in. SERVICES 



PRINCIPLE: 

Srhtrthabilitotion focility sliaU provide itrvicts tiiitntial to accompliihing the goals 
that it ostoUishod in accordance with the standard on gools. These services must be of 
such a quality and so applied that they constitute on effective functioning program* 



The rehahiiitotion program is more likely to be effective when the focility con offer 
visible ossurance that the relationship between services ond gools is direct and close. 
It in helpful to potients, staff, ond the community to be oUe to see this relotionship clear- 
ly* fhiie it is necessqiy lor the focility to provide those services required by its gools, 
it is also necessary for it to exercise coreful control over the progression of services into 
areas not covered by the goals. Services inevitably <fovelop os new techniques ond con- 
cepts evolve. How they con best be utilized will be reveoled through reoppraisal of the 
gools of the facility. 

Those services relevoni to the gools are best provided within the focility, by the staff 
of the facility. Services which ore supplemental to those required by the goals moy be 
contracted for outside the facility. The level of quolity of the services provided on either 
bosis should not be less then that required for the accomplishment of the gools. To de- 
termine whether siidi acoomplishEmnt is in foct toking place, some meons of verification 
must be employed. PoUow-up of potients it one meons through which the effect of services 
con be oscertainedi 



STANDARD A. 

The rthobllllatloii focility iholl provido soffioos roquirad to fulfill iU goals. Ths facility 
■hall: 

1. Engoga o cowpStaBt staff as leqairsd to provide tbs ssrvicss. 

2. Describe to iU eteif, potienta, other agencies, ond its public the services which itprovidss. 

3. only those potients whose neede «e consistent with ths services providsd by ths 
focility. 

4. Assign to each patient a profeseieRally competent staff member who shall at all timss bs 

responsible for imnaglng tho potient's ixogrom (tho staff mesdrnr assignsd may c^^ 

various phosoe of ths program). 



- 17 - 

ERlC . : 



Usually it Is possiblt to describe only in brood terms the services required to fulfill a 
giiyren set of goals* However, the more spdcific a hicility is in stating its goals, the eas- 
ier it is to determine whot services are necessary. Definitive determination of the type 
md extent of services essentiol to a facility's goals must rest rnginly upon the judgment 
of professionals in the field and the state of current professional knowledge. Admittedly, 
there is room for differences of opinion* The fact that mony questions cannot as yet be 
answered with precision points up the need for evaluative studies to determine the effec- 
tiveness of services ond to establish causal relationships. 

To clarify the discussion, the term "services" as used in this section refers to the 
evaluative and treatment components of a professional discipline, rather than to an organi- 

zotional element such as a department. If a facility purports to make a given service 
available, this generally means that the facility should have at least one full-time profes- 
siondly qualified staff member to provide the service. This allows for a full commitment 
to the coneer)ts and techiniques relevant to rehabilitotion and for the formal and informal 
communication central to the concept of integration and coordination of services. The 
major services, their components, and corresponding personnel are presented in appendix 
III. 



The facility has an obligation to the population it serves— both directly and indirectly— 
to specify clearly and completely the kinds of services it offers, the restrictions which 
apply to those services, and the type of clientele who are eligible for admission. It is 
possible to misjudge the services a facility provides if such judgment is based solely on 
the disciplines represented by staff members. For example, social adjustment services 
are not always provided when a social worker is on the staff; If her function does not in- 
clude evaluation or treatment of the patient's social situation but is limited to investigat- 
ing financial resources, obtaining clothing, arranging transportation, or referring to other 
agencies, then the social worker in this instance is contributing to eorly convalescence, 
but not to social adjustment. This problem relates to the wide range of facilities dis- < 
cussed on page vi, and to the importance of accurately reflecting the position of the facil- 
ity in the spectrum of minimum to comprehensive services. 

In accurately describing the services which it provides, the facility makes a major 
contribution to the patient's need for continuity of care. The scarcity of facilities which 
furnish a complete ronge of services places great importance upon interagency coopera- 
tion. A dovetailing of services cannot be accomplished effectively unless there is accu- 
rate description of services. 

In generdl, even though the facility may feel little pressure to produce a statement of 
services becouse it enjoys sufficient income or number of referrals without close commu- 
nity involvemenf, this does not eliminate the obligation to keep the staff, patients, and 
other members of the rehobilitation community informed. The patient's re-entry into com- 
' munity life itself requires community organization activity. The facility's public is broad- 



ly conOtivi^ to includt anyone having a ftlotionehip with the tociUty. What wan soid 
conoffniiig'dittfihution of infonnation on goals (discussed under the principle in the sec^ 
tion on ^'Cools'*! is applicohle to distribution of toe description of services. It is parti- 
culorly pertinent thot the description of services should be adopted to die intended au- 
dience. 

♦ 

While the governing body has the responsibility for liaison with the coiomunity, this 
responsibility may be assigned in part to the chief executive, to a public relations stoff 
member, or shared among several parties. Two-way communication is important. Public 
relations involves more than keeping the facility's public informed of its activities. Per- 
tinent community conditions and developments also must be identified, described and re- 
ported to the facility. It is as vital for the facility to be abreast of community develop- 
ments as it is for the community to lie aware of the work of the facility. The person- pri- 
marily responsible for public relations should be cognizant of key individuals, agencies, 
and businesses that present information to the public as well as of those who sense and 
are alert to public opinion. 

, Evaluation of public relations has two aspects. One is concerned with measuring the 
impact of public relations efforts by such yardsticks as the variety of media used in re- 
leasing news; the results obtained in terms of referrals, contributions, or other benefits; 
and such additional criteria as may be determined. The second aspect is concerned with 
the extent to which public relations oflect policy making and consideration of new proj- 
ects. When activities are being revUwed and planned, existing community feelings to- 
ward the facility as well as anticipated public reaction to changes in program should be 
weighed. 

Inevitably, despite the most corelul public relations efforts of the facility, there will 
be referrals of patients whose needs are not consistent with the services provided by the 
facility. When the inconsistency is obvious, c prompt and appropriate redirection of the 
referral is required. 

The provision of services by the facility to each patient should be orgonized through 
a patient program manager. This refers to the staff member who is designated tO: (1) as- 
sume responsibUity for the patient during the course of treatment; (2) coordinate the treat- 
ment plan; and (3) cultivate the patient's participation in the program. Generally, the 
^ staff member representing the service to be primarily administered should assume this 
role. Thus, a potient primorily in need of medical services will have a physician as his 
program manager, and a potrimt primarily in neqd of vocational services will haVe a vo- 
cational rehabiUtdtion counselor in that role. When the patient's program changes from 
one major sdryice area tO another yrithin the facility, this may require the assignment of- 
o new program manager. 

The patient program manager, being responsible for the patient, should see to it that: 
(!) the patient is adequately bri^ted (2) thb patient's program proceeds in an appropriate, 



oi^lf ; and anongtomU fer foE>w-up 

an ptapoAf Mlt# Thi wniag«atnt ond m strvitttprtscriM for poUontt 

in 0 liiinliUiUrtion facility can b# Intenalvaly ^aobol and anppoitiva to tho patient, it 
^ be a nanfice which In Ittpersonally provided, or U can leave the patient with no an- 
chor point to hie feelings about what is being done to him. In ossigning staff meiobers 
to the role of potient progran fflonoger, first considerotion should be given to those whose 
perfcmnonce woidd fit into the first eotegory. 



STANDARDS. 

Ttw lehflhilitation facility shall bs ultimotsly responsible for the opproprioteness of the po- 
tient^s program at the facility. Through delegaUon of authority and responsibility to its profes- 
si<mal staff, the facility shall: 

1. Establish and follow policies and procedures for intake. 

a. The fooility has clearly written criteria for admission. 

b. All referrals for diognostic evaluotlon ore screened by personal interviewV review of 
<q>plicatiao forms, or review refetrol information. 

c. Diagnostic evaluation cmd verificatioo of admitting diagnosis precede initiation of ony 
aecdment or training service. 

d. ■ Financial arrangements cse fully explcnined to the patient and/or his family. 

e. Applicants ineligible for service are informed as to the reasons and, if possible, alter- 
fiotive steps ore suggested. . 

2. Estoblish and follow procedures for evoluotion of its patients to determine the potient *s 

program gt the facility. 

a. The current diagnosis end report of findings for each patient are available to the pro- 
fessional staff. 

b. The patient's rehabilitation progtom is established by professional personnel who par- 
ticipated in the evoluotion. 

3. Cstoblish and follow policies and procedures for orientation of new patients and their 

families. ’ 

a. Progrom gools ore described to the patient and/or his family. 

b. The services to be provided are explained to the patient and/or his fomily. 

c. The staff nmmber responsible for the management ^ the patient's program is introduced 
to the patient at or shortly after cH^iSsion. 

4., EitabUsh cmd follow policies and procedures to insure that services required by the pro- 

grora for ecrah potient ore provided in on integrated and coordinoted manner. 

o. Prescribed seiyicms ore reviewed for each patient on a scheduling and administrative 

h« Appri^idte. signed notations in the potient's chart validate that patients have received 
oil SMyicfOs to which they , hu^ 

Senrice hf^ are respoi^ible to^^ sure that potignts receive the t^otment pre* 
scribed withht their units. 



Tll» pollMit pcogrcuB fwaa^ar ntgulorly •vcdinttfs Um patiMt*s progr«»i cud tht Gontin- 
, Mtng appro|iriat9M«s of ^ firogniu. 

%. St^ cooforoocoi dfo b<dd rafulorly to toviow tbo potiont's progrtss, devolop liuthor 
pfawu» and nointaia cu iatoy o tod and coordiiwtod pco g tam. 

5* Estd^isb Olid follow jprooodttios for dischccrgo of potionts. 

a. Thodiichorgo dtcisioooad plon it Mtobliohodtluovgh tht parttoipation of profossionol 
porsonnol fron ttrvicot cootributing to tbo pationt*t program and othor resourco per- 
soniiol at cggivoprioto to tbo pationt*s wolforo. 

b. Ditohaigo outborUation and tununory aro pioporod by tbo potiont'/t program managor. 
0. P$tiont« fcnnily, aduinittratioa of the facility, cud rolling soikco aro given amplo 

notloo concoming tbo ditcborgo docition. 

6. Ettd)litb and follow proooduros for follow-up of itt potionts. 

a. Anrangomontt for follow-up ccmtactt aro mado with tbo potionts. and oppropriate indi- 
vidualt or agonciot. 

b. Follow-up contacts aro dosignod which will support tbo pationt*» rehabilitation and 
which will contribute to evaluating the facility's program. 



The facility, although it assigns specific responsibilities to its professionol staff, 
must maintain overall responsibility for the patient's program in the facility. The facility 
has the discretion of determining which referrals it will accept, in keeping with the goals 
it has established. For purposes of describing and interpreting this standard, the com- 
plete process from referral through follow-up has been divided into seven stages: screen- 
ing, admission, diagnostic evaluation, treatment services, discharge; and follow-up. The 
first, or referral, stage consists of the reguest for service from the patient or by a third 
'The referral may be made by telephone, letter, referral form, or the patient appear- 
ing in person, but it is not completv. until the request for service is presented in a manner 
approved by the facility. 

The second stage is screening. In this process the referral information is reviewed 
or the patient is interviewed, and the initial determination is made as to his eligibility 
for diagnostic evaluation or treatment service. There must be at least a preliminary state- 
ment of the rehabilitation problem. The screening process should reflect the goals of the 
facility: if the goals are compfehehsive, a committee representing the major service areas 
shoul^ screen referi^s for seryice; otherwise, two or more staff members representing the 
facility's tiyo or more areas of emphasis determine elegibility for service. This stoge 
olso incudes explaining financial arrangements to the patient and/or his family, ond re* 
directing applicants to other resources if found ineligible for service* 

the third stage is amission, this covers fofmol enfry of thb patient into the pro- 
gram, the notification of appropriate indiyidugls and agencies, the processing of forms, 
and early orientation procedures. 
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The fourth stage is diagnostic evaluation. This appraisal is not restricted to medical 
evaluation; it also includes evaluation of psychological^ social, vocational^ and educa- 
tional status. Areas covered in the diagnostic evaluation are determined by the goals of 
the facility. In this stage, procedures are applied for verifying the admitting diagnosis, 
and the patient's needs and potentialities are assessed. The outcome of this stage is the 
decision either to terminate or to develop a treatment plan. 

The fifth stage is the treatment service. In its course the treatment plan is developed 
and followed or modified as required by the patient's progress. This stage is generally 
the longest; it involves the application of rehabilitation procedures to achieve the goals 
which have been determined for the individual patient. 

The sixth stage is discharge. It begins sufficiently in advance of the actual depar- 
ture of the patient to satisfy the needs of the rehabilitation plan and extends through con- 
firmation that the planned disposition hos been made. 

The final stage is follow-up. It extends long enough to obtain maximum gain from the 
rehabilitation program, and it permits evaluation of the effects of the services. 

The first four stages may be considered the intake phase of the rehabilitation program. 
The less rigorous the intake procedures, the more likelihood there is that individuals 
may be accepted for service who actually should be referred elsewhere; the greater the 
degree of vagueness relative to the patient's problems, the greater the possibility of pre- 
scribing services which are not germane to the needs of the patient. 

Any facility is limited in the number of people it can serve. It is incumbent upon the 
facility to determine which people it can serve most effectively and to formulate this de- 
cision in writing so that a minimum of subjectivity is involved in the process of screen- 
ing referrals for service. Clearly written admission criteria are not intended to be a sub- 
stitute for the exercise of clinical judgment in deciding whether or not the program is; ap- 
plicable to the patient's needs; rather, they are intended to conserve the need for sjuch 
judgments. Written admission criteria are particularly helpful for preliminary screening 
when the facility limits its services to specified types of disabilities, for example, or has 
special requirements concerning age, residential location, or financial condition. 

Not only to reflect its goals but to assure balanced screening, a facility offering mul- 
tiple services should include representatives of the major service units on the screening 
committee. The degree of intensiveness of the screening process will be governed by the 
degree to which the referral information provides a sound basis for determination of eligi- 
bility. If personal interview of the patient is not required in screening, it will generally 
be requirv^d prior to admission to prepare the patient and his family, clarify financial ar- 
rangements, and handle miscellaneous details. When an individual has been found to be 
ineligible for service, the factors involved should be discussed with him, his family, and 


















the referring source, as indicatcKi. The facility should accept responsibility for recom- 
mending alternative plans, making referrals as indicated, and, in general, assisting and 
encouraging the individual to obtain the services he requires. 

After the admission of the paUcnt to the program, the facility must verify the referral 
information through its own evaluation tests and procedures and supplement this informa- 
tion as needed for proper initiaUon of treatment or training. The facility con be truly re- 
sponsible for its program and the appropriateness of its services only if every patient has 
a rehabilitation plan based on an evaluation which the facility is prepared to warront. 

Multidisciplinary involvement is just as necessary for post-admission evaluation and 
the determination of the patient's program as it is for the screening process. One person 
can make only a gross evaluation of the full range of patient needs. Therefore, each serv- 
ice provided by the facility should conduct its own evaluation, having available to it be- 
forehand the current diagnosis and referral information. If evaluation findings of a parti- 
cular service are negative, and the service consequently will not be involved with the 
patient, the patient's program manager should be notified to that effect. All of the serv- 
ices which will be involved should be represented at a staff conference where their eval- 
uotion findings are discussed and the patient's program is decided. Ideally, the decision 
is based on consensus. If agreement is not reached, the mosl immediate needs of the pa- 
tient should be given priority by the patient's program manager. A professional staff of 
high caliber ana a deep sense of dedication, while they may have honest differences, will 
view the patient's needs with objectivity and discernment; they will not let personal sta- 
tus or exagge<ated professionol pride influence their recommendations. 

The necessity for including the patient as a member of the rehabilitation team is wide- 
ly accepted. If self-sufficiency of the disabled person is an earnest goal, surely the pa- 
tient will be encouraged to be independent in all feasible areas as soon as treatment be- 
gins. This dictates a full and early orientation program which includes an introduction to 
the staff and the facility; arrangements concerning fees and other financial matters; and 
explanation of daily procedures, services available to the patient, the goals of his pro- 
gram, and the nature of his participation. The patient's family or other persons signifi- 
cant in his life should be drawn into the orientation procedure. Treatment in isolation 
denies reality and closes the door on outside resources which can enrich the rehabilita- 
tion program. Considerable reorientation is required to shift the patient's concept of him- 
self from that of a helpless dependent person to one who is active and responsible for 
much of his program. It will not be accomplished overnight. The contribution of staff 
membejrs to the orientation procedure— and the role of the patient's program manager in 
particular-cannot be overemphasized. Not only in words but in their behavior they can 
demonstrate their acceptance of and respect for the patient. 

A patient handbook or brochure incorporating the above considerations is a useful 
supplement to the orientation program. It should be thorough but not unnecessarily tech- 
nical, easy to read but not patronizing. 




In gnntnilf patitnts should bt infomod of tho gools of their {mgroD insofor os their 
condition pemiti. In some instonces, mental retardation, cerebral dysfunction, or emo- 
tional disturbance will limit the patient's ability to understond; in other instonces, un- 
realistically high expectations on the part of the patient will contraindicate immediate 
exposition of modest program goals. Beyond such limiting factors, there should be full 
discussion with the patient concerning his program, his participation, and the goals. 

A comprehensive rehabilitation plan involves many variables with a high risk of com- 
plications, conflicts, distortion, ond abridgement. Therefore, appropriote checkpoints, 
safeguards, and overall supervision are necessary. The objective is to have the patient 
proceed throu^ his program with a minimum of inconvenience and a maximum of efficiency. 
Very soon after the formulation of the plan, it should be reviewed on o scheduling admin- 
istrative level to assure its appropriateness, compatibility, and feasibility. The patient's 
program manager should hcr/e the responsibility for seeing that coordination does, in fact, 
take place. 

Inasmuch as communication among staff is the primary means of coordinating and in- 
tegrating the program, the opportunities provided for such communication are of critical 
importance. In small facilities, opportunities for stuff communication are almost self- 
presenting, because staff share offices, lunch together, and have other frequent occasion 
for contact. In large facilities more formal arrangements are necessary, such as ward 
rounds in which all dkciplines visit patients in a group or chart rounds and staff con- 
ferences in which staff review the patients' progress, develop further plans, and continue 
coordination of efforts. The frequency of such meetings Is determined by the needs of the 
patient and the size and intensity of the program. The patient's program manager must 
have the cooperation of personnel in all service areas to insure that the prescriptions for 
treatment of each patient are effectively and completely carried out. Evidence of com- 
pliance should be validated through appropriate signed notation in the patient' v chart. 
Service heads are also responsible for making suro that patients receive the treatment 
prescribed within their units. Staff communication is essentiol to ensure the continuing 
appropriateness, efficiency, and effectiveness of the program. The nature and frequency 
of the communication, be it daily informal telephone conversation or monthly formed staff 
conference, must be such that it enables meaningful review of the patient's progress and 
coordination of an appropriate program. There must be evidmice that staff communication 
which meets the above criteria takes place. 

The Standards contain a separate r^tatement concerning procedures for discharge of 
potients. In practice, however, discharge planning should begin early in the treatment 
phase, and all professions involved with the patient should participate in formulating the 
discharge plan. This includes agencies outside the facility, such as a family service 
bureau, who can ease the tran.^ition from the rehabilitation facility to the community. The 
discharge period is particularly critical in that it tends to focus mony pressures upon the 
patient, the facility, and the community. In large measure, discharge presents a test of: 



th# tfficocy of tho locility'i prograa; Ihi cdi»!liiy of the iorvico units to work and plan to- 
9othor; tho potiont's ohiUty to i s a i n t o i i s gains thot hove bo^ jsods; and tho ocqpocity of 
his hiaily ond socioty to acoopt hte ond focilitoto his ro-f /y into tho oosusunity. It is 
obvious that tho odoguo^# proporation vdiich is noodsd ^ dischorgo roquiios moro than 
routino notico to tho potiont that his progron is ooapl^ . Early and octivo involvonont 
of tho potisntf his fdrnily, roforring sourcoi and othoi community agoncios that will bo 
working with tho potiont is nocossory. 

Tho criticol noturo of discharge has lod somo rohabilitotion facilitios to oxporimont 
with trial or intsrim dischorgos. llioso oro multiple dischorges which toko ploco os thr- 
potiont progrossts through his progrom, porticulorly oppropriote during platoau periods. 
It is hoped that throu^ a number of such dischorgesi the finol transition into the commu- 
nity is not as troumotic on experience os tho single discharge might bo. 

Discharge outhorizotion ond summory should be prepared by the staff member respon- 
sible for the potient's program ot the facility. It is olso the patient's program manager's 
responsibility to see to it that reports are transmitted to various agencies so that informa- 
tion pertinent to the needs of the patient is ot hand. 

Arrangements for follow-up of patients should be made a part of the discharge proce- 
dure. The potient as well as the appropriate individuals and agencies should be promptly 
informed of such arrangements. Follow-up of patients should not be limited to such needs 
as periodic medicol surveillance; it should also determine to what degree the patient's 
program at the facility has been successful and whether the facility's total program of 
services offered is adequate^ It is through information gathered during follow-up contacts 
that the facility is able to ascertain if further services are required, and to evaluate the 
effectiveness of its services and programs. The need for the facility to be flexible and 
to modify its program con be met best through aworeness of the degree to which the po- 
tient achieves the goals which had been decided upon. 



STANDARD C. 

The tehobilitotion facility eholl maintain reeponaibility far the appropriateness and profes- 
sional competence of services when other agencies or nonataff personnel are required in the pa- 
tient*i) program. 



The services provided by the facility moy require supplementation when unusual de- 
velopments or complications in treatment occur, fa onticipation of such occasions, the 
facility has the obligation of surveying outside services and selecting those which best 
meet the needs of the patient in the program. The facility must apply the some yard- 
stick to services which it contracts for or purchases from personnel outside the facility 
as it applies to personnel and services within the focility. Beyond establishing the fact that 
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outiidb strvicf t or* of tht mbm standard of oxcoilonct os Uiost of tho facility« thort is 
Uit nsod to oKikt such strvicts on intogrol port of the potient's program. 

These outside services must be scheduled and provided in such o manner as to coor* 
dinote with the program of services provided within the facility. In addition, these out- 
side services must be integrated into the pottem of services within the facility in such 
a monner os to contribute to the effective functioning of the totol rehobilitotion teom as it 
concentrotes on the specific human needs of the potient within the facility. In instances 
where conflict moy orise because of a potient's desire to be treated by certain outside 
personnel who in the judgment of the focility do not meet the standards of excellence 
imposed by the facility, the focility has the duty on^. the right to refuse to provide such 
services. 

The integrotion of outside services with the facility program can be greatly assisted 
by establishing a variety of relationships between the consultants and the facility. Some 
examples are; inviting consultonts to ottend or participate in staff training meetings; or-' 
ranging for consultant demonstration of methods and techniques; and employing consult- 
ants to help in program development ond research. 



STANDARD D. 

All professional patient service units of the facility shall hove the following characteristics: 

1. Patient care 

a. A full range of core as required by the goals of the facility. 

b. Adequate orientation of patients, new employees, volunteers, and others concerning 
the services. 

c. Diagnostic, evaluative, treatment, and training procedures to the extent which the goals 
of the facility require and competency of the discipline permits. 

d. Appropriate consultative and educational assistance for the family of each patient con- 
cerning his program, progress, and ultimate needs as they relate to the services. 

2. Professional 

a. Fulfillment of all professional and legal certification and licensure requirements. 

b. An ongoing evaluation of concepts and techniques utilized by the services in relation 
to patient progress. 

c. Active participation in rehabilitation conferences concerning patients receiving the 
services. 

d. Opportunity to recommend potients for any service through the patient program manager. 

e. Fulfillment of professional supervision by designated staff members qualified legally 
and by training and experience. 

3. Administrative 

The facility shall encourage and support professional growth and development through; 



a. Tht conduct of imorvico trainin, programs. 

b. Reody accoss to professional reference matwHa! rslevant to the service ond to rehabil- 
itation in general. 

c. Provision of opportunities for the conduct of professionol education and reseorch. 



While professional disciplines vary greatly in their conceptual bases and modalities^ 
they shouldf in the rehobilitation facility « shore a nusiber of characteristics in terms of 
potient care, professionol principles, and odministrotive procedures. 

All professionol patient service units should be able to provide the range of care re- 
guiied by the goals of the facility. For example, if the facility includes vocriional ad- 
justment among its gools, with no restrictions os to disobilities served, vocational serv- 
ices should include prevocationol evaluation, vocational counseling and testing, job try- 
out, sheltered workshop, vocational training, job placement and follow-up. When intake 
restrictions justify direct provision of less than the complete range of services, there 
should be standing orrangements with individuals and/or agencies who can provide sup- 
plemental services as needed. 

All professional patient service luiits should contribute to the orientation of patients 
and their families to the degree to which they, as recipients, are affected by the service 
provided. New employees should also be oriented to each service unit, as should volun- 
teers and the facility's public. 

Each service unit should perform, to the extent professionally qualified, those diag- 
nostic, evaluative, treatment, and training procedures required by the goals of the facility. 
For example, if personal adjustment is a goal of the facility, patients should be routinely 
evaluated by a psychologist and/or social worker and/or psychiatrist. Judgment as to 
diagnosis and treatment then rests with the discipline performing the evaluation, as does 
the responsibility for providing and coordinating the service. On the other hand, if a psy- 
chologist is employed in a facility whose main goal is physical restoration, his role is 
limited to those services which contribute to physical restoration, such as realistic ac- 
ceptance of the loss of a limb, psychological adaptation to use of a prosthesis, etc. 
Physicians may prescribe for physical restorative treatment or therapies within their com- 
petence after examining the patient and being satisfied as to the approprioteness of such 
a prescription. Such services as nursing, occupational and physical therapy, and the fit- 
ting of prosthetic and orthotic appliances are provided through medical prescription. 

The equivalence among service units with regard to education of families is not meant 
to imply an autonomous approach. Patients' families often experience a strong need for 
encouraging information which can lead to a fruitless and disruptive searching. Therefore, 
while each professional service unit should have equal opportunity to consult with the 
patient's family upon the letter's request or when the family can be of assistance in fur- 
thering the goals of the rehabilitation plan, such activities should be coordinated to avoid 
duplication or working at cross purposes. 
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It noy be Helpful in this diicutsion of the ^'professionol'^ section of the stondords on 
''Ssnrices'' «o that the leqidNOint concerning piofossional and legol certtficotion 

refers to service units rather thon to personnel. There are an increosing number of profes- 
sionol groups which certify or opprove units of service^ such as fhe American Board on 
Counseliiig Services, Inc. The list of such standard-setting organizations current at the 
time of this ^^riting can be found in oppandix IV. The facility should meet such require- 
ments as apply to its services. In addition# state and local ordinances must be adhered 
to# such os licensing as o medicol dispensory# sheltered workshop# educational program# 
and other categories. The facility must determine its legal responsibilities in this area. 

Just as the rehabilitation focility engages in self-evaluotion through periodic surveys# 
reviews of gools# and other procedures# so eoch professional service unit should crxiduct 
a conscious# ongoing evoluation of the concepts and techniques it utilizes in relation to 
poUent progress. The staff should hove sufficient time to gather and evaluate follow-up 
information and research data# and apply criteria for a periodic# thorough# self-study. The 
use of outside consultants to assist in the services' self-evaluation is merited from time 
to time. 



All service units have a responsibility for active participation in rehabilitation case 
conferences concerning the patients who are receiving their services and the families of 
those patients. Much of the value of c service is lost if the outcomes of specific treat- 
ments are not conveyed to members of the teom. While information is imparted through 
written reports in the patient's chart# the give-and-take of discussion provides a more 
meaningful exchange of information. Not only is more knowledge gained concerning the 
effects of the service from different perspectives, but a better understanding of the patient 
results. Understanding of the patient is a critical factor when personal communication is 
involved in the application of clinical knowledge. In keeping with the philosophy of in- 
terdependent functioning of professional service units# all staff members should have 
equal opportunity to recommend to the patient's program manager the application of other 
services that a patient may require. 

In the area of administration# each service unit should share several basic character- 
istics. In-service training programs are necessary for eoch service unit to maintain staff 
competency and to provide for growth and development. A variety of techniques should 
be utilized# such as staff meetings focused upon theoretical concepts or analysis of repre- 
sentative patient programs for instructional purposes# training films# guest speakers# re- 
view of literature# etc. In a small unit# an above-overage standard would be to arrange 
meetings with other ogencies that have the same service and set up a combined in-service 
training program. 

The specification thot each service unit should have access to resource material rel- 
evant to rehabilitation in general is bosed on the assumption that eoch professional staff 
member will have a personal collection of basic books ond periodicals which he has ac- 
quired in his professionol studies and to which he adds during his professionol lifetime. 
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Howtvtr, btyond this, Uit facility has a rasponsibUity to providt reftrenct material which 
is especially pertinent to the program and goals of the facility, plus such additional gen- 
eral reference material as is appropriate but may be too expensive for the individual staff 
member to purchase. 

Each service unit has on obligation to its discipline to contribute to the techniques, 
concepts, end instruction of its field of knowledge. The extent of such contributions is 
related to the resources of the focility. At the bosic level, every practitioner who is alert 
to his role and relationships in the facility and observes the effects of his efforts is a 
reseorch worker. More eloborate levels ore desirable if major advances are to be made in 
reducing the gop between the application of services and the scientific basis for the serv- 
ices. Ideally, a coordinated program of reseorch should be estoblished by the facility; 
the program should be directed by a staff member trained in research methodology and 
charged with the responsibility for ongoing research. 

Because rehabilitation is not a single-discipline approach to the problems resulting 
from disability, research should pot be confined to any one discipline. The coordinotor 
of research should stimulate, assist, and encourage all depr^rlments to identify appropriate 
areas for investigation, develop research designs, and provide statistical or other techni- 
cal assistance. By relating results to those' of other studies and to the professional needs 
of the staff and the program, the research coordinator can contribute materially to the ap- 
plication and interpretation of findings. 

The discussion concerning research is equally applicable to professional education. 
The rehabilitation facility, ideally, should establish affiliations with universities to pro- 
vide internship programs for the various disciplines represented in tlie facility.^ Intern- 
ship programs have been increasingly a part of essential training for all professional dis- 
ciplines. As such, it provides the student with guided, progressive contact with patients 
in an actual work setting. It also provides the facility with contact with professional 
training institutions which stimulates and assists the facility staff in keeping abreast of 
current professional developments. The planning and curriculum of an internship program 
is customarily developed between the facility and the specific training institution which 
has agreed to enter into such an arrangement. 



^ I. P. Robinault^ **Profe8sional Education, otnd Rehabilitation Center Responsibility,** New York: 
Institute for the Crippled and Disabled, 1S50. 
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IV. PERSONNEL 



PRINCIPLE: 

Th0 staff of the rehabilitation focility shall be competent, professionally ethical, and 
qualified in the porticulor phases essential to achievement of the facility's goals. Per- 
jMimel policies which contribute to the effective functioning of the staff shall be in ac- 
tive operation. 



This principle applies to all paid personnel, consultants, and volunteers of the facili- 
ty who participate in the rehabilitation process. Their combined resources of time, under- 
standing^ and skill, coupled with the patient's own efforts, produce restoration and adjust- 
ment~thus fulfilling the goals of the facility. 

Ideally, all of the relevant physical, mental, emotional, social, educational^and voca- 
tional needs of eoch patient should be considered-both separately and in relation to one 
another. The successful satisfaction of needs in one area usually hinges upon t^e satis- 
faction of needs in other areas. No area is an island; all are interdependent. Only if the 
special contributions of each staff member are related to the contributions of others can 
there be an integrated, coordinated approach to the problems and needs of the handicapped, 
disabled individual. 

Personnel policies influence the quality of the staff's contribution to the rehabilita- 
tion process. Adequate policies will reflect the basic needs of personnel and foster staff 
morale. They should result in a smoothly functioning operation and a therapeutic environ- 
ment based on mutual respect among team members. The patient benefits from both. 



STANDARl^ A. 

All facility personnel shall meet the standards of qualification established by the rehabilita- 
tion facility. 

1. The governing body has final responsibility for standards of qualificaticn for facility per- 
sonnel. It shall delegate authority and responsibility for implementing standards to the 
chief executive. 

2. All facility personnel shall meet the legal requirements of their positions. 

3. When standards of qualification have been established by recognized professional groups, 
the rehabilitation facility shall adopt these as minimum requirements for its respective 
professional staff. 

4. When standards of qualification have not been established by an organization or group, the 

measure of competence shall be satisfactory job performance as defined in the job des- 
cription. . > 
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5* The i*hcibilitation focility'a contractudl or conaultant sorvicos sholl moot the stondards of 
qudiificotion established by their respective professional group or orgonizotion, by oppli* 
coble Icgol requirements, and by such odditional evidence of competent os the fdcility 
may require. 

6. Volunteers shall be supervised and have the qualifications required for their assignments. 
If volunteers provide professional service, they shall meet the standards applied to paid 
staff. 



The basic activity of a rehabilitation facility is centered in its professional staff. 
The qualifications which staff bring to their respective positions ere fundamental in de- 
termining the effectiveness and efficiency of the facility's operations. In establishing 
standards of qualifications for its staff, the facility is not without legal and professional 
guidelines. Generally, one's peers are best qualified to define competence. Therefore, 
when standards of qualification have been established by a recognized national profes- 
sional organization, they should be considered minimum requirements. Relevant organi- 
zations are listed in appendix V. The facility may expand these minimum requirements 
by adding its own in terms of length or type of experience. The nature of the problems 
encountered in the evaluation, treatment^ and training of the chronically ill often requires 
skills supplemental to those ordinarily appropriate for serving the transitory ill. 

In developing standards of qualification for facility personnel, the chief executive 
should know the licensure or certification requirements of the state in which the facility 
is located. He should also consider standards in comparable facilities. Newly created 
positions which do not have standards of qualification should be clearly outlined in a job 
description so as to provide an objective basis for evaluating applicants for the position. 
Once the job description has been tested, amended, and accepted, it provides a basis for 
comparison with job performance to evaluate the individual's competence. Job descrip- 
tions ore discussed further on page 34. 

Even when a shortage of qualified candidates for employment exists, the facility 
should not employ an individual who has less than the minimum qualifications unless it 
is prepared to arrange for the individual to work under the supervision of a qualHied per- 
son, and to acquire the qualifications necessary for the position within a reasonable pe- 
riod of time. The chronic shortage of qualified professional personnel places an obliga- 
tion upon all rehabilitation facilities to participate in recruitment activities of a broad 
nature* In addition to cooperating with agencies and community groups concerned with 
health career recruitment, rehabilitation facilities can develop work experience programs 
to provide students with a firsthand, thorough comprehension of health-related occupa- 
tions, cooperate with schools in career days, sponsor tours, etc.^ 

^ The National Health Council, 1790 Broadway, N. Y. 19, sponsors programs in Health "Careers 
Recruitment, and has descriptive material available upon request. 



- 31 - 



PersonniBl stondoids estoblisfied for empioyeos should not bo lowered for contractual; 
consultant; or volunteer personnel. H is the nature of the task, rother than the class of 
personnel; which should govern the stondards of qualification. Services which are pro- 
vided by personnel other than enployees should be ot a level of competence compatible 
with the facility's rehabilitation effort. 

■ t ■ ■ ^111 II - ■ ■ 

STANDARD B. 

The rahobiUtation facility shall sstodtllshi and maintain cuircnt personnel policies. 

' 1 . Personnel policies shall: 

a. Be based upon sound personnel management principles. 

b. Be at least equal to established practices in conq>arable institutions. 

c. Be ot least equal to established standards or guides of professional organizations. 

d. Tcdce into account recommendations of the staff. 

■ e. Be based upon realities of the facility's conditions and the needs of the program. 

2. Personnel policies shall cover the basic relationships between the employer and employ- 
ee« the responsibilities and obligations of each, and the general wodcing arrangements. 

3. Personnel policies shall be a matter of official record and be made available to all staff 
in on employee handbook or other suitable method. 

4. Personnel policiv^ shall be leviewed periodically. 



In establishing and maintaining personnel policies; the facility should rely on several 
contributing sources. The points of general agreement among personnel odministration 
experts provide o foundation on which to build. Greater specificity and focus con be add- 
ed by appropriately applying the best practices of comparable institutions. The past and 
current experience of facilities which ore simi)pr in goals; size« community setting; and 
other respects will hove demonstrated the merits and faults of various personnel policies. 

Because of the close relotionship between staff morale and personnel policies; the 
staff should participote in the formulation of personnel policies. A committee of repre- 
sentqtives of the vdfious departments should meet at established intervals to review p6l- 
icies and make recommendations to the chief executive. Some professional organizotions; 
such os the Americon Occupational Therapy Association and The American Physical 
Therapy Association; have made recommendations concerning administrative practices 
ond personnel policies.^ These should olso be consulted. Each facility's pattern of re- 
sources and gools is unique. For this reason die chief executive must consider many fac- 
tors in formulating for his facility the most meaningful and appropriate personnel policies. 




^ See appendix V. 



Personnelpdlicitsmusi hav 0 on official basis if they ore to be effective. They should 
have general opjproval of the governing body, with specific detoils authorized by the chief 
executive. If they ore extracted from minutes of meetings, they should be amplified, clear- 
ly written, and complete. 

Personnel policies should be incliiddd in a staff handbook and given to each sloff 
member os part of his employment orientation program. It cannot be assumed thot the per- 
sonnel within a facility are familiar with the policies simply because they are a matter of 
public record. The chief executive should establish procedures which insure thot stuff 
understand the facility's personnel policies. Employees should always hove the q^portu- 
nity to ask for :and receive clarification of any policy. 

Personnel policies and procedures should delineoteliiring practiGes, and make clear 
what the organization expects of staff as well as what staff may expect of the orgonizo- 
tion; they should estobli^ a frame of reference for dealing with all contingencies related 
to the activities of personnel within the facility; and they should provide general guidelines 
for staff conduct. Specific poli^ requireme^nt:, will, vary considerably among facilities; 
in the matter of staff conduct^ for examplOi some facilities will find that their programs 
and patients are best served when relationships between staff and patients are formal and 
patients dre addressed as "Mr." or "Mrs.," or "Miss," while other programs are better 
served when staff and patients are on a first-name footing and interaction is informal. 
The subjects which should generally be covered by personnel policies include: 

1. Employment procedures 

a. Authority for hiring and firing. 

b. Administrative requirements. 

c. Availability of job descriptions for each position. 

2. Operating policies 

a. Probationary period and periodic evaluation. 

b. Conduct and’general regulations. 

c. Hours of work, holidays, vacation, leave. 

d. Laundry and uniforms. 

e. Promotion policy. 

f. Grievance procedures. 

g. Disciplinary action. 

h. Employee representotion. 

3. Wages and benefits 

0. Solary plans^ 

b. Method and period of payment. 

c. Fringe benefits (insurance, health care, etc.). 

d. Meals, housing, transportation, etc. 
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Clearly written job descriptions are essential to effective utilization of staffs Such 
descriptions guide the staff in the performance of their duties and provide a uniform basis 
for supervision. simple outline which has been found useful for writing job descrip- 
tions in social agencies includes: (1) description of the position; what the position is; to 
whom the person is responsible; (2) duties and responsibilities; (3) qualifications; (4) re- 
lationships. 

Salary ranges should be established by the facility for each position and each staff 
member should be informed as to his salary range and the basis for pay raises. Opportu- 
nities for advancement to more responsible positions should also be explained. 

Each staff member should have the benefit of appropriate supervision of his profes- 
sional activities. The supervision should be of a quality which contributes to the staff 
member's occupational and personal development. A formal conference between the su- 
pervisor and the member should be held cit regular intervals to review job performance. A 
written summary of the conference or a rating scale should be entered in the personnel 
file. The importance of a formal conference should not overshadow the more meaningful 
and instructive approach of evaluation and assistance provided through informal discus- 
sions on an ongoing basis. The supervisor also has an obligation to the facility to. take 
corrective action os needed. 

To the extent to which changes occur in conditions upon which tlie perso^'nel policies 
are based, it is necessary to review established policies. The frequency of leview, then, 
is determined by how often policies and job descriptions need to be changed to keep them 
appropriate and useful. While the staff committee and other factors described above will 
make a substantial contribution to the review, much depends upon the degree to which the 
chief executive is sensitive to and aware of the needs and attitudes of the facility staff. 
Formal avenues of communication provided by committees will not suffice; they must be 
supplemented by informal communication and empathy. The morale of the staff will be an 
index of how successfully the chief executive is maintaining realistic, appropriate, and 
meaningful personnel policies. 



® Ray Johns, op. cit,, p. 80. 
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V* RECORDS AND REPORTS 



PRINCIPLE: 

The rehabilitation focility shall maintain accurate and complete records and prepare 
and distribute reports necessary to achieve its goals. 



Records and reports ore an essential element of professional service, administrative 
control, and legal responsibility. The extent to which records and reports are developed 
and maintained is directly related to the quality of services, organizational effectiveness, 
and accountability of the rehabilitation facility. Records and reports may be divided into 
two gi'oups-clinical records and administrative records. The former are essential to the 
care of the patient and, in Addition, permit a review of the quality of services and results. 
Clinical records also are indispensable tools for research and education. Administrative 
records and reports provide a basis for policy making, program management and control, 
public relations, and accounting. 






STANDARD A. 



The rehabilitation facility shall establish, maintain, and utilize clinical records and reporting 
systems to meet all applicable professional, administrative, and legal requirements. 

1. A central patient record for each patient admitted to the facility shall be prepared and 
maintained so as to communicate clearly, concisely, completely, and promptly. 



2. Completed patient records shall include: 



a. Patient identification data. 

b. Reports from referring sources. 

c. Pertinent history, diagnosis, rehabilitation problem, goals, and prognosis. 

d. Designation of patient's program manager. 

e. Service referrals. 

f. Evaluation reports and treatment plan- 

(1) From each service unit evaluating the patient. 

(2) From a staff conference of the service units involved, 

g. Signed clinical and progress reports from each service unit gs required by the program 
plan. 

h. Reports from outside consultation and from laboratory, radiology, orthotic and prosthe- 
tic .services, etc. 

L Significant correspondence pertinent to the patient. 

j. Signed patient release forms. 

k. Record of untoward events. 

l. Discharge report, including summary statement, disposition, and referral. 

m. Follow-up reports. 



3. 



Each professional service 
ices within a unit. 



unit shall maintain a worksheet for each patient receiving serv- 
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4. Stat«ni*nts of profMsIcnol judgmmts or of aorvicos provided to a patient shall be signed 
by the person qualified by professional competency and official position. 

Patient records shall be maintained on o consistently current basis, with reports of unto- 
ward events transmitted immediately and recorded within 24 hours of occurrence, clinical 
information recorded within 48 hours of the event to be reported, and discharge summaries 
recorded within two weeks following diacborge. 

6. Reports based upon patient records sh'ill be authorized by the potient or his legal repre- 
sentative for transmission to individuals and agencies as appropriate the extent and 
type of their responsibility for the patient ^8 welfare. 

7. Appropriate safeguards shall be applied to protect confidential records and to minimize 
the possibility of loss or destruction of records. 

d. A registered medical record librarian or other qualified staff member shall be responsi- 
ble for central patient records. 

b. Access to patient reewds shall be limited to the professional staff providing direct 
service to the patient, plus such other individuals as may be administratively author- 
ized. 

c. An appropriate indexing and filing system shall be maintained for all records. 

d. Appropriate controls shall exist so that the location of all patient records will be known 
at any time. 

e. Records shall be stored under lock, and where there is maximum protection against fire 

and water damage and other hazards. — — — ~ 

8. Records shall be retained for a period of time consistent with professional, administrative, 
and legal requirements. 



The desirable qualities of o patientrecordare largely self-evident in the terms "clear/' 
"concise," "complete," and "current." Some elaboration of "clear" may be needed be- 
cause it refers to both technique and substance, The technique of reporting should be 
such that sentences make sense. The necessity for the reader to attempt to guess what 
the writer is trying to say defeats the purpose of the communication. Lengthy reports re- 
quire porticular forethought; they should be welLorganized and convey the message proper- 
ly. "Clear," when it refers to the substance of the report means that there should be 
clear distinction between fact and opinion. Reports should be objective. Information 
which is subjective should be so designated. It is desirable, generally, to report data by 
method or source, evaluate the data, and state the cx>nclusions or recommendations which 
are drawn. 

The significance of records and reports has led some recognized national organiza- 
tions to establish a variety of recommendations concerning their preparation and mainte- 
nance. In addition, various states hove legal requirements relative to medical and other 
reports. Such recommendations and requirements constitute minimum standards for clini- 
cal records and reports. 
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A ctntral patient record should be prepared for each patient admitted to the facility. 
This central patient record should be kept in a central or consolidated file. Each record 
shouldinclude at least the items listed under Standard A>2. Qualitatively, the items listed 
should substantiate the evaluation and diagnosis, treatment plan, treatment procedures, 
and discharge decision recommendations. 

Patient records are very similar to medical records, with the additional requirements 
which reflect the interdisciplinary character of rehabilitation: the evaluation report from 
eoch service unit evaluating the patient, the treatment plan based on a staff conference of 
the services involved, and periodic progress reports and re^v*aluation. 

While all essential data should be locaUd in the central patient record, each profes- 
sional service unit should maintain worksheets for each patient to record information 
which is of value only to the specific service, such as daily attendance, raw scores of 
tests, and similar data. The term 'Worksheet'' is used to emphasize that departmental 
records should not be a substitute for the central patient record. The central recoird should 
receive first priority in the recording of patient information. 

The patient's record should include some assurance, in writing, that services lecom^ 
mended and planned for the patient have actually been received by him at the time stated. 
Such assurances may be in the form of the signature of the staff person rendering the serv- 
ice. The procedure of having a record countersigned by a qualified individual who has an 
official position in the facility is also necessary to protect the facility in instances where 
professional judgment expressed in a record may be challenged. Demonstration by the 
facility that qualified professional individuals are responsible for the content of patient 
records will help to estoblish that the facility is providing services based upon high levels 
of competency. 

Because of the wide variety of professional skills focused upon the individual patient 
in a rehabilitation setting, the effectiveness of the total effort is closely associated with 
the ability of the professional staff to communicate accurately and appropriately with one 
another in their day-to-day activities. The uppropriateness of the comtcunication has sev- 
eral dimensions, including the method, form, and time. The method of communication 
ranges from Informal verbal messages to legal documents. The form ranges from collo- 
quialisms to technical jargon and symbols. The time varies both in immediacy and in fre- 
quency. Obviously, it is impossible to delineate appropriate communication for every ac- 
tivity in the rehabilitation facility. In general, communication should be both prompt and 
clear, especially in instances of emergency. The proper personnel should be notified im- 
mediately when an accident or other untoward event occurs, with the proper form or writ- 
ten summary completed within 24 hours. Information concerning clinical procedures or 
occurrences should be entered into the record within 48 hours of the event to be reported. 
Some procedures, such as comprehensive psychological testing, will be exceptions; how- 
ever, they should be completed and reported before the period when they are of greatest 




value to ti.c progtam lapses. Discharge summaries should be recorded within two weeks. 
Inquiries from other agencies and interested parties should be responded to promptly. 

Records instituted in the facility for the patients' care and treatment are the property 
of the facility. Provision for their use and protection is required. The recordkeeping 
system should be in the hands of a registered medical record librarian or other staff mem- 
ber who may be qualified as a registered medical record technician by meeting the require- 

♦ 

ments of the American Association of Medical Record Librarians (see appendix V). Lack- 
ing such qualifications, the staff member should at the minimum have attended a record- 
keeping institute and have a minimum of one year's experience. Small facilities whose 
recordkeeping requirements do not warrant a full-time medical record librarian should 
make arrangements for at least periodic review of the recordkeeping system by a quali- 
fied individual. 

Access to patient records should be limited to the professional staff providing direct 
service to the patient, plus such other individuals as may be odministratively authorized. 
Patient records are confidential, representing communication of a privileged nature. Per- 
sonal information should not be extracted from the patient's record for outside personnel 
unless there is a signed release by the patient and approval by the chief executive or its 
release is legally authorized. Unless otherwise legally required, such information should 
be limited to thoit which is appropriate to the extent and type of responsibility which out- 
side individuals and other agencies have for the patient's welfare. Impersonal information 
—such us data to be included in summary reports or research data which does not present 
ideniii^^ng information-generally does not require signed patient release. 

The usefulness of records should not be negated through haphazard filing and careless 
storing. Records should be kept in locked metal filing cabinets, or in drawers in a room 
which can be locked; they should be safe from fire and water damage and other hazards. 
An indexing and filing system which is efficient and appropriate to the needs of the facil- 
ity should be maintained. A sign-out system or other means of control should be in effect. 
The retention of records and reports should be guided by professional, research, adminis- 
trative, and legal requirements. An appropriate policy should be maintained so that files 
are not indiscriminately retained nor prematurely discarded. 



STANDARD B. 

A patient record committee, composed of professional service unit representatives and respon- 
sible to the chief executive, shall be established. The committee shall; 

1. Regularly review, at least once every 4 months# an appropriate sample of the patient rec- 
ords to measure their adequacy and fulfillment of recordkeeping requirements. 

2. Regularly review, in no event less than annually, the policies and procedures concerning 
patient records and reports, and moke recommendations which shall be considered by the 
chief executive. 
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Tht quality of patient records should be judged by the professional services which 
contribute to the records and use the records. A committee represienting the various pro- 
fessional services should meet regularly— at least once every four months. In smaller fa- 
cilities, all central patient records should be reviewed and measured as to their adequacy 
and their fulfillment of recordkeeping requirements. The patient record committee should 
also review at least annually the policies and procedures concerning records and reports, 
and moke recommendations to the chief executive. The chief executive should review all 
recommendations and discuss their disposition with the committee. 



STANDARD C. 

The rehabilitation facility shr’’. establish, maintain, and utilize administrative records and 
reporting systems to meet all opplicable administrative and legal requirements. 

1. Administrative records and reports shall be developed to guide the operations of the facili- 
ty, meosure and communicate productivity, ond reflect the facility's status. They shall 
include: 

a. Minutes of governing body meetings. 

b. Minutes of odministrative and professional staff meetings. 

c. Personnel records. 

d. Fiscal records and reports, including payroll, purchasing, and financial statements. 

e. Statistical records describing the operations of the facility. 

f. Correspondence file. 

g. Safety, fire inspection, public health inspection, and related reports. 

2* Appropriate safeguards shall be applied to protect confidential administrative records. 

a. Access to administrative records shall be limited to individuals authorized by the chief 
executive. 

b. An appropriate filing system shall be maintained. 

c. Appropriate controls shall exist so that the location of all essential records will be 
known at any time. 

d. Records shall be stored under lock, ard where there is maximum protection against fire 
and Water damage and other hazards. 

3. Records shall be retoined for a period of time consistent with professional, administrative, 
and legal requirements. 



Administrative records and reports are needed to provide control and give direction to 
the activities of the facility as well as to satisfy legal requirements appropriate to its 
status. Little is unique to the rehabilitation facility in the development of such reports, 
other than the description of the facility's operation. Mott has described the dimensions 
appropriate to reporting the activities of the facility.® In outline form, they are as follows: 



® Basil J. G. Mott, Basic Accountiftg Procedures and Cost Accounting. Budgeting^ and Statistical 
Procedures, Chicago; National Society for Crippled Children and Adults, I960. Chapterlv! ^ 



1. Meaturos of performonct 

'■'vV 

a. Nunibor of pstionts treotod. 

b. Unit of ttrvice provided. 

c. Results obtained. 

2. Measures of characteristics of patients 

a. Medical. 

b. Socio-economic. 

c. Demographic. 

3. Analyses of financial information 
c. Income* 

; It 

' b. Expenses. 

4. Definitions of productivity on a departmental and individual level 

Of particular importgnce is the annual report which in most instances, is the major 
source of information about: the facility for the public dt large. The annual report should 
clearly state: 

1. Objectives of the facility. 

2. Nature and extenrof thvr program. 

3. Inlformotion concerning staff and volunteers. 

4. Composition of the governing body. 

5. Community and interagency relotions. 

6. Fiinancial status. 

' ■ ' ^ ... ■ . ' ii . ^ ' 

Standards pertaining to these areas have been developed by the National Health Council. 




Notional Health Council, Accounting and Financial Reporting Procedureg for Voinatary Hedth 
Agenciee, Now York: Chapter V. 



VI. FISCAL MANAGEMENT 




PRINCIPLE: 

The fiscal affairs of the rehabilitation facility shall be soundly managed and legally 
proper. 



The very existence of the rehabilitation facility depen^ds on its financial viability. 
Unless its fiscal affairs are soundly managed the facility will not be able to stay afloat, 
much less to guarantee services in keeping with its goals. Fundamentally the fiscal man- 
agement of the rehabilitation facility does not differ greatly from that of any business or- 
ganization. Basic re<|^uirements are: (1) efficient and effective recording^ reporting and 
control of earnings, expenses, assets, and liabilities; (2) collection and reporting of sta- 
tistical data; (3) determination of costs of services and activities, some of which are 
unique to rehabilitation; and (4) preparation of budgets. To assure soundness of method, 
professionally acceptable accounting practices should be employed. Legal requirements 
must be met, and should be exceeded wherever superior fiscal management will result. 



STANDARD A. 

The financial operations of the facility shall conform to legal requirements, and be based 
upon sound financial planning and prudent management of capital, operating income, and expendi- 
tures. 

1. Accounting practices which are in accordance with generally accepted accounting proce- 
dures appropriate to the facility shall be employed. 

2. The facility shall operate on an annual budget. The budget shall: 

a. Reflect and anticipate the facility's needs and resources in realizing its goals. 

b. Be submitted to and approved by the governing body. 

c. Be used, during the year covered, as a yardstick to assess accomplishment of budget- 
ary goals. 

3. The financial operotions of the facility shall be audited annually and fully attested to by 
a qualified accountant— preferably by a certified public accountant independent of the fa- 
cility-and submitted to the governing body. 

4. Fiscal reports shall be prepared and communicated to the governing body at no less than 
guorierly intervals, and additionally as needed. 

5. Fiscal reports shall be prepared and communicated to the facility's public at least annu- 
ally. 



The legal regiiirements concerning the conduct of business vary from state to state; 
they constitute minimum levels of operatior^. The rehabilitation facility should stipulate 
additional requirements as indicated for superior fiscal management. The ure of profes- 
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sionally acceptable accounting practices is essential. Several systems of accounting 
have been described elsewhere. ^ * It is expected that whatever system is adopted will be 
based on the reeds of the facility and that the simplicity or complexity of the system will 
be related to the degree of control required. 

The annual budget is an instrument used to analyze past accomplishments, control 
present operations, and guide program development and planning. The factors involved 
in preparation of the budget have been described elsewhere. Essentially, the budget 
should reflect and anticipate the facility's needs and resources as they relate to the real- 
izations of its goals. The preparation of the budget should involve the active participa- 
tion of the department chiefs. The governing body must approve the master budget. As a 
tool, the budget should not be used in a completely rigid, nonadaptive manner. If unanti- 
cipated factors develop, major budgetary modifications should be submitted to the govern- 
ing body for approval. However, the greater the departure from the original budget, the 
less useful the budget is as a controlling device. Periodic comparison of the budget as 
formulated with the actual income and expenditures provides a means of measuring ongo- 
ing facility performance. 

The financial operations of the facility should be audited annually by a qualified ac- 
countant or recognized accounting firm in good standing in the accounting profession. 

Preferably, a certified public accountant should conduct the audit. To help assure im- 
partiality, the accountant should not be on the staff of the facility. In governmental fa- 
cilities a unit of the government may conduct the audit, but in such instances the ac- 
countant should be administratively independent of tho facility. 

Fiscal reports will require transmittal and presentation to various groups, according 
to the nature and obligations of the facility. Examples are. the governing body, community 
fund budget review committees, prcfessional organizations, and the general public. The 
frequency of such reports will vary according to the size and other characteristics of the 
facility, but should not be less than quarterly for the governing body nor annually for 
other groups. Reports should be presented in such a manner that they clearly and accu- 
rately reflect the operations which arq being fiscally analyzed, and do so in relation to 
the program's goals. 



Basil J. F. Mott, Basic Accounting Procedures and Cost Accounting, Budgeting and Statistical 
Procedwes, Chicago: National Society for Crippled Children and Adults, 1960. 

American Hospital Association, Bookkeeping Procedures and Business Practices for Small Hos - 
pitals, Chicago; 1956. 

T, $. AHegrezza, ''Financial Structure and Budgeting," in The Planning of Rehabilitation Cen- 
ters, Washington, D.C.: U. $. Department of Health, Education, and Welfare, f9S7. 
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STANDARD B. 

The facility has the responsibility for maintoining its financial solvency through such means 
as setting and collecting fees, and obtaining endowments or other private or public support. 

1. The facility's schedule of fees shall be based upon adequate knowledge of the costs of 
its services. 

2. The facility's schedule of fees shall be available in printed form to the facility's public. 

3. The facility's schedule of fees shall be applied to each patient fairly and equitably. 

4. The focility shall not split fees with other agencies or individuals as consideration for 
referral of patients. 



Regardless of the type of ownership, financial solvency is an obligation which cannot 
be neglected unless the facility is to discontinue operation. Even governmental facilities 
must demonstrate financial responsibility or risk a reduction or cessation of public support. 
As a matter of principle, heavily endowed facilities or those with ample sources of in- 
come are responsible for econoinical and efficient use of funds in carrying out their ob- 
jectives. On the other hand, facilities in straitened financial circumstances are not justi- 
fied in using this condition as an excuse for applying shortcuts which result in a below- 
standard program. It is better to eliminate a service and reduce the goals of the facility 
than to stretch resources to the point of inadequate coverage. The facility has a respon- 
sibility for setting and collecting fees in order to stay in operation, as long as its rehabil- 
itation goals ore being met.'^ After the schedule of fees required for financial solvency 
has boen determined on a sound accounting basis, there should also be evidence that the 
facility has considered the effect of its actions upon its moral obligation to extend its 
services to as many persons as it reosonably can. In particular, some provision should 
be made for those, who, because of limited means, are not otherwise able to receive serv- 
ice. the facility should seek some resource, such as private or public financial support, 
to make up the difference between the fees incurred and the patient's ability to pay. This 
does not necessarily require that the facility conduct a fund drive, but rather that there be 
effective utilization of community agencies and other sources of support for the facility's 
program. 

The referral of patients for services should be guided primarily by the rehabilitation 
needs of the patients, rather than the finoncial reward to the agencies involved. It is 
therefore improper for the facility to split fees with other agencies or individuals as a con- 
sideration for referral of patients. The decision as to where the patient is referred should 
' be directly related to such criteria as determine which resource best meets the patient's 
rehabilitation needs. 



Frederick Weiner, "Experimental Fee Structure Based on Direct Cost of Service," American 
Personiael and Guidance Journal , 1963, 51 (5) 448-449. 




STANDARD C 

Fund raising activities of the facility shall conform to the Standards bf Fund Haisinq Prac« 
tices for Social Welfare Oraartizations . estojblished by the Notional Social Welfare Assembly. 



When the facility engages in fund raising, it should adhere to the standards set forth 
fn the "Standards of Fund Raising Practices for Social Welfare Organizations."^^ All 
fund raising campaigns and activities should truthfully represent the objectives, program, 
and performance of the facility, and must be ethically conducted. 



STANDARD D. 

The facility shall have an adequate risk protection program to preserve the assets of the fa> 
cility and to provide reasonable compensation for the staff, volunteers, patients, and the public as 
may be required for untoward events for which the facility is financially lioble. There shall be at 
least annual review and evaluation of the needs for insurance and the types of protection offered. 




The variation of insurance requirements from state to state requires each rehabilita- 
tion facility to be in contact with the State Insurance Commissioner concerning workmen's 
compensation, malpractice, and other types of insurance applicable to the facility. As in 
the instance of other legal requirements, thesb constitute minimum standards, and it is the 
responsibility of the facility to develop a risk protection program adequate for the preser- 
vation of the assets of the facility and for tlie reasonable compensation of the staff, volun° 
teers, patients, and the public who may be casualties in situations for which the facility 
is financially liable. The risk protection program of the facility should be reviewed at 
least annually by the chief executive and a quplified adviser to make sure that the poli- 
cies carried provide the amounts and types of protection needed. The adequacy o! the 
risk protection prcgtldm is the ultimate responsibility of the governing body. 
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STANDARD E. 

' When the facility operates a sheltered workshop, it shall confomt to applicable legal require- 
ments and sound business practicejs compatiblf with its goals, 

'1. The workshop shall hold a sheltered workshop certificate from the Wage, Hour, and Public 
Contracts Division ox the U.S. Department of Labor, unless it is a governmental unit. 

2. The workshop shall avoid unfair competition with other workshops and/or commercial or- 
ganisations in Selling Its Services and products. 



National Social Welfare Assembly, Inc., 34S East 46th Street, New York, N, Y. 
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3* The wages paid i® extended employment sheltered workshops shall correspond with those 
which are paid for comparabie levels of productivity in private industry. 

4. Ccg>ital expenditures and other nonproduction costs shall be financed by sources other 
than the direct results of patients' work. 

5. The workshop shall have a business manager who has a background in business proce- 
dures, concepts, and techniques of bidding and who shall be responsible td the workshop 
supervisor. 



Whf^n the facility operates a sheltered workshop, appropriate legal requirements and 
sound business practices compatible with its goals should constitute the minimum stand- 
ard. Except in the case of governmental units, all sheltered workshops must hold a shel- 
tered workshop certificate from the Wage, Hour, and Public Contracts Division of the U.S. 
Department of Labor. In addUion to meeting all federal and state wage and hour regula- 
tions, all workshops should strive to exceed minimum standards. Government-sponsored 
workshops should not use their exemption as a merns of avoiding their obligation to meet 
prescribed standards for payment of wages. 

The workshop should not engage in unfair competition with other workshops and/or 
commercial organizations in selling its services and products. As in the rehabilitation of 
the disabled individual, the workshop should build its program on the basis of its strengths 
rather than ask for special consideration because of its handicaps. The practice of under- 
cutting the bids of other organizations at the expense of work that is below specifications 
is unethical and self-defeating. In communities where a large proportion of the labor force 
is unionized, it would be well for the workshop manager to establish good relationships 
by providing unions with an understanding of the principle and goals of the sheltered work- 
shop. 

For purposes of discussion concerning remunerotion of patients in sheltered workshops, 
a distinction may be made between the extended employment workshop which offers long- 
term work to handicapped individuals and the transitional workshop which concentrates 
on evaluation and therapeutic services. In the former/the remuneration should be commen- 
surate with the productivity of the patients at the rate established by local private indus- 
try. Such professional services as are provided in these programs should be financed by 
Sources' other than the patient's production. The patient should receive whot he earns, 
less direct production costs. 

In the transitional sheltered workshop, the patient should be paid at a level commen- 
surate with developing and maintaining the motivation appropriate to the goals of the work- 
shop, and in no event less than legally permitted. 
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vil. PHYSICAL PLANT 




PRINCIPLE: 




liie physiccd plant oi thejehabilitation faGility shall be . such that its size, location, 
and construction pToroibte the fulfillment of its goals and protect the safety of its clientele 
and personnel. 



‘/'Physical plant" -refers to the physical structure, its location, and its equipment. 

■ The physical setting of the rehabilitation facility Is determined in relation to all other 
.elements: institutipnal goals, organizational structure, clier/^le, personnel, and services. 
It is the material property, the identifiable spatial unil in which ‘rehabUitation treatment 
and training of the handicapped, disabled individual takes place. It houses personnel and 
equipment and is designed to effect optimum restoration and adjustnient of the individual 
.. .pctient in acc.ojdance with his problems and needs. 



STANDARD A. 

The physical plant and equipment of the rehabilitation facility shall meet all. applicable legal 
requirements for construction, safety, and design. 



It need hardly be emphasized that rehabilitation facilities must conform to alllaws- 
federal, state, and local-which relate to them directly. With respect to "physical plant and 
equipment," this means conforming to health department requirements, safety r^^gulations, 
building codes, zoning ordinances, and other legal acts .which pertain to construction, 
safety, and design. In .short, if the law is there, the rehabilitation facility must obey it un- 
less there is sound justification for seeking legal exemption. 

In addition to the obvious legalistic conformity required of the rehabilitation facility, 
there is a moral obligation for it to conform to statutes which are permissive in nature, but 
which suggest desirable standards of construction, safety, and design. The rehabilitation 
facility slkwld exceed minimum legal sanctions in matters significanUy ‘related to the suc- 
cess of the program and the welfare of the patients. 

A basic rcfersnce to construction specifications is, American Standards Association, American 
Standard Specifications for Mak ing Buildings and Facilities Accessible to and Usgble bjf_the 
Physically Handicapped. National Society for Crippled Children end Adults, Inc., Chicago, 111. 
1961. A complete l^liography is available from the U. S. Department of Health, Education, and 
VVelfare, Selected References on Design of Facilities for Long-term Patients, U. S. Government 
Printing Office, Washington, p. C. 20402. October 1963. 
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STANDARD B. 

THa physical' plant and equipment of the r^habilitntion facility shall meet recognized stand" 
•.ords. fequixed’ for each prof^ssiOM^^ v -w;. : ,-r., , .. ^ _ 

1. The staff shall be CQnsulted concerning need for equipment, selection of equipment, or 
^ modification of facilities usqd in the conduct of the program. (In the case of e new facil- 

. ity which has not yet acquired staff, individuals qualified by training and experience shall 
be consulted.) , ’ 

2. The retirements for. safety, welfare, and insofar as possible,, the convenience of the pa- 

tients shall be met' in the construction end maintenance of the physicarplant and the equip- 
ment. * ' . , • . • - ' • • 

a. Written plans and regulations covering disaster, evacuation, and safety measures sliall 

. . be made available (c all staff personnel. ^ 

b. Emergency fire drills shall be held attour-mbnth intervals, aS a minimum. 



Some recognized professionnl organizotions have established standards for physical 
plant and equipment -just as they have for personnel qualifications and for records and re- 
ports. Where these standards are relevant^ they should be accepted as minimum require- 
ments. Ultimate responsibility for determining .stondards ■ and providing proper physical 
facilities for a professional service rests with the governing body and the chief executive, 
but their decisions should be based on the best advice obtainable from qualified represen- 
tatives of the respective professions. The practicing expert— better than, anyone else— 
knows what he needs to help him do a good job. The governing body should recognize that 
any person involved in the application of g professional service has an obligation to the 
patient to refuse to apply that service if the application mnst take place under conditions 
which are demonstrably adverse to the health, welfare, and safety of the patient. 

The professional staff of the rehabilitation facility should participate in the periodic 
review of needs associated with physical plant and equipment. This review should assess 
those needs as they relate to the basic patterh of integration and coordination of services 
within the facility, and not as they relate to isolated service functions, The .physical 
plant and its equipment should be viewed as a mechar'ism for bringing together diverse 
professional specialties for the application of a pro«^ to a person in need of being re- 
habilitated. To the degree that the physical surroundings reinforce this focusing of serv- 
ices on the individual patient, they are efficiently supporting the rehabilitation concept. 

In addition to meeting legal and professional reqiiirements, the physical plant of a re- 
habilitation facility should be designed primarily to meet the unique needs of disabled, 
handicopped individuals. Barriers to the patient^s self-care should be eliminated insofar 
as possible. The generol atmosphere should engender a feeling of vitality. In other words, 
the setting should contribute to a thefopeutic environment. Many individuals live a sign!- 







ficdnt portion of their lives in q rehabilitation facility. It is essential thattheir surround- 
ings be not only physicdiy comfortable but psyciiol^^^^ and aesthetically appropriate. 
When plans for a new facility are being made, it would be well to survey the patients of a 

similar faciUty to get their^ ideas and recommos^dation^^^^^ 

While professional services are central ta the operation of a rehabilitation facility, 
much that takes place within its walls does not relate directly to professional activity. 
Such iactors as accessibility, ventilation, heat, light, cheerful and functional interior dec- ‘ 
oration, cleanliness, sanitation, personal convenience, and many other factors are indi- 
rectly yet significantly involved in the proper application of services. Related stand- 
ards and'their application should be the responsibility of the chief executive or his desig- 
nate. In all instances ihe person or persons who must make judgments relative to cbnven- - 
ience cm^d welfare should seek the best advice obtainable. Lines of communication with 
Ue personnel involve^ in tasks associated with these minimum stonclards should be kept 
as open as possible. Practical suggestions for improving convenience and welfare often 
originate with them. 

Emergency pldns should cover all types of possibilities from natural disasters to ' 
manmade catastrophies. They should be coordinated with community and state efforts. A 
de^gnated staff member should be responsible for keeping the facility's plans up to date 
and for keeping the staff and patients informed of and prepared for emergency procedures. 

Emergency fire drills should be conducted at least three times annually. If the facili- 
ty has more than one shift of employees, this applies to all shifts. Patients need not be 
involved in the drill, but the kinds of difficulties presented in the evacuation of patients 
with various disabilities should be included in the drills to provide the stuff with the prepr 
arotion necessary for an actual emergency event. 
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SpecHi<^ioiwfor eoch of these factors are presented in the Survey Form for Rehabilitation Cen- 
t»r» and rgcilitlege — 

l’' American Hospital Association, Principles of Disaster Planning for Hospitals. Chicago; 1956. 
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APPENDIX I. 



INdlVIDUAt AND FACILITY PARTICIPANT 



“ ■ An undertaking of the size and scope of this, project would have had minor results and 

' and. significance were it riot for the assistance and cooperation of many individuals and 
orgdnizotions* The ARC Research Committeei listed on poge iii, had overall policy direc- 
, tion for the project and final responsibility for recommendation of .the standards material 
to the rehabilitation -communityo 

Adviser-consultants were appointed early in the study to establish close communica- 
tion with the basic professional disciplines represented in rehabilitation facilities. To- 
gether, the adviser-consultants served as members of a multidisciplinary committee to ad- 
vise the project staff on all phases of the study. In this capacity, the advisers helped 
. synthesize the recommendations of professional groups and provide overall balance and 
perspective to the material as it was developed. Individually; each ddvfser-consultanl 
served as the chairman of a subcommittee. The original subcommittee reports are repro- 
duced in appendix II. The members of tko committee of adviser-consultants are listed 
below.* 

Leonard Diller, Ph D. (Psychological Services) 

Oscar Kurren,.M.S.Vf. (Social Work Services) 

Frank M. Lassman, Ph.D. (Speech and Hearing Services) 

. Basil J. F. Mott (Management Services) 

C. Esco Obermann, Ph.D. (Vocational Services) 

James W. Rae, Jr., M.D. (Medical Services) 

Eleven rehabUitation facilities were asked to participate in the Standards Project tp 
provide "a testing “ground for critical evaluation of the standards and a source of informa- 
tion to describe exemplary practices. 

the faciliUes were selected on the basis of two factors: (1) established reputation as 
outstanding rehabilitation facilities; and (2) diversity in size, type of program, adminis- 
trative setting, and location. The administration and staff of the facilities were unfail- 
ingly helpful in the study. The participating facilities were: 

f 

Institute for the Crippled and Disabled 
New York, New York 

Institute of Physical Medicine and Rehabilitation 
Peoria, Illinois 



* Professiond dfiliationsare listed for these individuals in their respectiv;? suj^ommittee reports. 



' ^cdlefo, 

Kenny Rehabilitation Institute „ 
Minrieopolis, Minnesota 

Minneapolis Rehabilitatioh Center 
Minneapolis, Minnesota 

The Ohio Rehabilitation Center 
Columbusi Ohio. . 

. . Pennsylvania Rehabilitatioh Center 
Johnstowii, Pennsylvania 

Rehabilitation Department, Jewish Hospital 
3t: Louis, Missouri 



G. P. Strong Rehabilitation Centre 
Vancouver, B.C*. Canada 




Houston, Texas. 



Younker Memorial Rehabilitation Center 
Des Moines, Iowa 
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PROFESSibNAL SERVICES SUBCOMMI^^^ REPORTS 

The seven professional service Subcommittef^s, whose chairmen are listed in appen- 
dix I, were established to provide: ( 1 ) liaison with the. basic, professional groups, to be 
found ir ..ehdbilitdtion facilities; and ( 2 ) sotirce inateriol for the development of standards' 
for. rehabilitation facilities.. .The original reports of the subcommittees, with the excep- 
tion of speech and hearing,* are reporduced here as additional background material for the 
standards (md to provide a more detailed andysis of each professional service than was incorpo- 
.iated into the broader treatment of facility programs. 



In the development of ^e standards, the reports which follow and other source docu- 
ments were reviewed and evaluated by project staff, adviser-consultants, and. Research. 
Committee; appropriate material was accepted or modified for field testing, and revisions 
made as indicated for final acceptance by. the Research Committee. Although many of the 
recommendations in the following reports are based on previous studies and clinical ex- 
perience, not all were tested for application in rehabilitation programs and cannot,there- 
. fore, be endorsed in their entirety. 



MANAGEMENT SERVICES SUBCOMMITTEE REPORT 

Chairman: Basil J. F. Mott, Associate. Professor. 

Div. of Public Health Practice 
School of Public Health and Administrative Medicine 
: Columbia University 
New York, New York 



Bertram J. Blacky Executive Director 
Altro Health and Rehabilitation Services 
New York, New York 

William K. Page, Executive Director 
Kessler Institute for Rehabilitation 
•24^' West Orange, New Jersey 



* The fpetch and hearing report is not included as the subcommittee did not complete its assign- 
ment* Information about stondards in this area can be obtained from the American Speech and 
Hedring Association, 1001 Connecticut Ave., N. W., Woshington, D.C> 20006. • 
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Margaret E, Peters, Administrator 
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I. GOALS ‘ 
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A. A fehabilitatidh center shall have goals that govern the direction and character of 

its program r The goals shall specify: . 

1. Its rehabilitation objectives in serving patients. For example, the rehabilita- 
tion df orthopedicaliy disabled pre-school children for admission to school. 
2.. The program it has established to achieve these goals. 

3. Whom it will serve, such as types of disabilities accepted, and age, sectarian, 
and other limitations. - 

B. The goals of the center shall be central to its operotion and fully described for 
the general public, third parties and referring groups, and for its patients. To 
this end, they shall be reflected in the center's publicity, reports, and policies 
and procedures. 

C. The goals of the. center shall be reviewed regularly by its trustees and responsi- 
ble administrative staff. Such review shall be made at least annually and the geri- 
eral public, referring sources, third-party agencies, and the patients shall be kept 
abreast of any modification of center policies within reasonable time. 

D. The center's goals shall be consistent with its charter. If the goals and charter 
are found to be not consistent, the chorter shall be revised to reflect the goals or 
the goals chonged to meet the general conditions of the charter. 

II. ORGANIZATION 

A. A rehabilitation center shall be incorporated in accordance with applicable state 
and federal laws, unless it is part of another organization. If it is port of another 
organization, the parent institution shall be properly so incorporated. This pro- 
vision is applicable to governmental rehabiUtatlon centers only as appropriate. 

B. The center shall observe oil laws and governmentoi regulations applicable to its 
operation. 
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C. The adrojlnietFative head of the center and other staff rhembers shall not he mem* 
beis of the board of directors, except when it is ftUly justified on; an ex officio 
• basis/,so ds tp avoid atiy poteritiol conflict between their role as staff afid^as 
r V trustee&i The cdastit^ dtid b;/rlawXdf def^e the corfcposition 
ordanizdtioiv, and function of the board and all Standing committees. 



0. If it is a private agency, *the board of directors of the center. shall be recognized 
and fuiicUion as the final voice of respohsihility and aiithofity of the center,, un- 
less the center is part of another organization, in which case the board of direc- 
■ tors of the'parent organization shall be such final voice. 



E. If a governmental agency, the hic!;hest authority to which the center is responsi- 
ble shall be recognized arid function as the final voice, of responsibility and au- 
thority of the center. * ^ ^ / ' 



F. The board of trustees (or other authority as defined above) shall be. responsible 

for engaging such personnel as are required to carry out the goals of the center. 

>' ’*•' "* * ' ■ •*• **• 

In fulfilling this responsibility, the board shall appoint an administrative head 
who is responsible to it, to whom is gjiven full authority for planning and exe- 
cuting a center program designed to fulfill all goals of the center, and to whom all 
staff is responsible. It should be recognized that the authority of the administra- 
tive head is derived from the nature of his responsibilities to the board, rather 
than from his individual qualifications. 



G. The center shall have a statement of and an organization chart describing its 
organization and the function of its deportments and other units, including dll in- 
terdepartmental and other committees. 



H. Function of all committees shall be carefully defined so they will , not conflict 
with individual, staff responsibilities or cause duplication of efforts or cross pur- 
poses. 



I. Advisory committees of the center shall not- make or execute policy.’ They may 
recommend policy and procedural changes, as in the case of a medical advisory 
committee, but proposed policies must be set and approved by the board of direc- 
tors in order to become effective. 



J. 



A major responsibility of a center is to inform the public, including patients, re- 
ferring groups, and third parties, of its role in the community, including its object 
tives, services, and performance. The entire staff has ongoing responsibility for 
carrying out the public relations obligations of the center, by virtue of group loy- 
alty, and understanding of the center's basic goals and program objecti /es. The 
presentation of the center's objectives, program, and performance to the public 
shall be truthful. This applies to all verbal communications as welljas written 
materials. 
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HI. . SERViCES j ; . ^ ;'v;.-’: ' ' , ■ 

A; The center^ shall provide or have avaUable to it the services needed to attain the 
'7 V ^ ^o^s that ifeha^^establi^^^ iherkirids ot servicao teqtiirod to . 

meet particular rehabilitation goals is a guestion to be answered by the ^ther sub' 
coinmittees ol the Standards Project}. The center shall obtain the advice, needed 
to determine whot seryices are essential to meet its goals and to determine the 
competence and qualifications required of staff to provide these services.. 

B. The center shall have an admission policy and an implementing procedure which 
. establish clear criteria fpr admission. Such criteria shall be derived from the cen- 
ter's goals end serve to implement them. The adinissions policy and procedure 
' shall be iri wntiug and shall provide full explanation to entering patients of: ' 

1. The goals of the center in serving them, as outlined above. 

2. How , they will be served. 

3. Who they con officially turn to for advice ahd counsel about their problems and 
life at the center. 

4 The rate of charge. 

5, The basis on which they will be charged. For example, whether they are en» 
titled to some type of third-party support (e.g., workmen's compensation. Blue 
Cross, etc.} or will be granted reduced rates or free service. 
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C. The center has final, responsibility for the patient's program at the center. This 
includes decisions a s to the professional soundness of the admitting diagnosis, 
prescription, and course of treatment. Acceptonce or professional review of the 
diagnosis and prescription provided by the referring source is the responsibility 
of the center and acceptance of any patients for service within the center must be 

. consistent with the goals of the center. Final determination of the patient's diag- 
nosis, prescription, and course of treatment, or acceptonce of the diagnosis 
and prescription of referring sources, must be made by competent professional 
personnel subject to the authority of the center. In the case of medical aspects, 
such personnel shall be duly recognized and licensed to practice medicine. 

D. The center shall establish policies and procedures for evaluation of its patients 

and determination of the program. These should provide for collection of all of 
the relevant data from referring and other sources and review of such outside in- 
formation about 0 ach patient, ' 

E. If services of other agencies oi nonstaff members are used by the center in serv- 
ing the patient, the center shall retain responsibility for the appropriateness and 
professipnal competence of such service. They shall meet the standards estab- 
lished by the center for^ti services and be consistent with the goals of the 
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^lenter and individual progtain of tha patient. They also shall be related to and 
integrated with the services given at the center* 




and progress of the potient by the referring source^the family and friends, and all 
those who might con&ibute to his rehabilitation* Their participation in estima- 
tion- and review of the patientis program shall; be encouraged insofar as.it is in 
the patient's best interests. The center also shall keep the referring source ad- ' 
.equately informed of the^ program and thf progress of the patient. 



<j. The center shall establish policies and procedures to coordinate the “ *yjLces re- 
ceived >y the patilent to insure that evaluation and treatment a.e effectively di- 
rectcfd toward' the goals established for hini.‘ Provision" shall be made fpr sched- 
uled re-evaluation of: each case to assess progress of the potient toward the 
goals and to determine his need for possible new plans, or procedures. 

'H. The center shall assign to each patient a member of the staff who shall be respon- 
sible for communicating with the patient and seeing that oil of the patient's needs 
are understood and considered in the determination and execution of the patient's 
program. The patient shall be told at the time of admission or promptly thereafter 
who this person is with whom he may counsel and communicate at all times. 

!. The center shall establish policies and procedures to insure that all patients re- 
ceive the services that have been prescribed for them. These should include pro- 
vision for recording in the patients' records the services given and controls to 
. see that the patients are .properly scheduled and actually receive' Services for 
which they are scheduled. 

J. The center shall establish discharge and follow-up policies and procedures that 
clearly define criteria for discharge and follow-up. They should provide for ade- 
quate preplanning to assure that the patient, his family, aod others in his com- 
munity are adequately briefed concerning their responsibilities to him. The pa- 
tient should be informed of any other agencies or groups whose services he may 
need to continue his progress or maintain his gains. Necessary referrals to other 
agencies should be made before discharge. Referring sources such as the fami- 
ly physician and third-party agencies should be p.operly informed of the patient's 
discharge and continuing program needs. The center is also responsible, for a 
reasonable time after discharge, for maintaining contact with the potient and for 
ascertaining whether the patient is progressing or is maintaining his gains^ 



IV. PERSONNEL 

A. The basib qualifications of the ddministrative head of the center shall be an edu- 
cated person with experience and personal qualifications for direction of a reho- 
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bilitdUon« Minimum standards shall be a bachelors degree or its equivalent, 
prior administrative experience including the supervision of other people, and 
some experience in a health or welfare organization. 

. B* The center shall hove an up*to^ate staffing table, showing the number r.,id the 
types of positions which are currently determined to be required to man itc. organ* 
izational units and effectively realize its goals within the financial resources 
available to it. 

C. The center shall establish personnel policies and procedures covering; 

1. Professional and other qualifications required of incumbents for each position. 

2. Minimum and maximum salary for each position and promotion steps. 

3. Holidays, sick leave, vacation, retirement, etc., to which the employees are 
entitled. 

4. Hiring and firing process, including periods of probation, trial, etc. 

5. Presentation of employee grievances and review and appeal of personnel ac* 

- ~ tions which die employee wishes reconsidered. 

D. The center's volunteers shall meet all of the professional and other requirements 
of the positions in which they are used. They also shall be fully oriented to their 
positions. When used in nonprofessional positions in departments serving pa* 
tients, their work shall be supplemental to that of other staff and only in the best 
interests of the patients or clients. The work of volunteers shall be consistent 
with the responsibilities of regular staff. Volunteers shall always be under the 
supervision of the departments or units of the center in which they work. Period* 
ic review and evaluation of volunteer services should be made in order to meas* 
ure and determine the efficacy and value to the patient and to the center of such 
services. 

E. The center shall have complete financial, legal, and insurance advice available 
to it at all times. Advisers may be members of the board, but. preferably not, in 
order to avoid any possible conlli^et of interest. They shall not be staff members, 
unless retair.'^d only fdr these purposes. Adviser roles may be combined, provid* 
ed the persons so chosen are competent to perform all aspects. 

V. RECORDS AND REPORTS 

A. The records of the center shall be related to its particulor needs. 

B. The center shall review, at least annually, all of its policies and procedures per<^ 
taining to records to insure their adequacy and efficiency and to insure appropri* 
ate retirement or destruction of old records periodically. 

■• 56 * ■' • , 



\ 























rm~ '■ 



C The center shall prepare accurate and adequate records of all meetings of the 
board of directors ond of major staff meetings, and give appropriate circulation to 
these records. In particular, policy decisions and other major administrative ac- 
tions shall be recorded and disseminated. •> 

D. Patient records shall be consistent with the fullest needs of the patient, shall 
meet the needs of the center in realizing its goals, and shall be completed in ac- 
cordance with professional standards for such records. All professional and legal 
requirements, such as confidentiality and proper signature, shall be carefully ob- 
served. (Reference: Joint Commission on Accreditation of Hospitals.) 

E. The center shall prepare on annual report covering program activities and finan* 
cial position as well as other appropriate subjects. 

F. The center shall prepare for the administration and trustees frequent periodic re- 
ports of operations, including program and financial performance, using statistical 
and other techniques of measurement and analysis. Such reports shall be prepared 
at least semi-aiuiuolly, preferably quarterly or more frequently, according to the 
needs of the center. (Reference; Cost Accounting, Budgeting, and Statistical Pro- 
cedures for Rehabilitation Centers and Facilities. Basil J. F. Mott, et al., 1960.) 

VI. FISCAL MANAGEMENT 

A. The system of accounting shall be adequate to the needs of the center and shall 
be based on sound principles of accounting. (Reference: Basic Accounting Pro- 
cedures for Rehabilitation Centers and Facilities, and Cost Accounting, Budget- 
ing, and Statistical Procedures for Rehabilitation Centers and Facilities, Basil 
J. F. Mott, et al., 1960.) 

B. The financial operations of the center shall be audited annually, and fully attest- 
ed to by a recognized public accounting firm in good standing in the profession. 

C. The center shall, through preparation of a budget, plan its program for each sub- 
sequent year. The center's needs in realizing its goals shall be anticipated and 
reflected in the budget. (Reference; Cost Accounting and Statistical Reporting 
for Rehabilitation Centers and Facilities, Basil J. F. Mott, et al., 1960.) 

D. The center shall use the budget, during the year covered, as a yardstick to meas- 
ure and assess actual, ongoing performance by comparing the budget regularly 
witli actual performance. 

E. The s(^pe and details of the center's budgeting shall be clearly related to its 
needs. 
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F. Supply and Procurement 

(p 

1. The center shcdl eetablish policies and procedures that provide for: 

a. Utilization of competitive conditions in the market to achieve maximum 
economy consistent with quality of services, supplies, and equipment re- 
quired. 

b. Regulor review of vendors. 

c. Regular review of pricing. 

♦ 

2. Internal controls shall be established to insure against unethical practices 
and conflict of interest in purchasing. 

G. Fund Raising 

1. Fundraising is a primary responsibility of the board of directors of the center. 
Responsibility for fund raising campaigns may, in port, be delegated to the ad- 
ministrator, but other staff shall not be required to participate in such cam- 
paigns unless they are retained or volunteer expressly for them. 

2. All fund raising campaigns and activities shall truthfully represent the objec- 
tives, program, and performance of the center and shall be ethically conducted. 

H. Fees for Service 

1. The decision whether and how much to charge for its services essentially is 
a responsibility of each center. However, a center has a responsibility for 
setting and collecting fees for service if endowment or other private or public 
support is not adequate to accomplish its objectives. 

2. In determining fees for service, the center also has a responsibility to consi- 
der the effect of any or all of its actions on its moral obligation to extend its 
services to as many persons as it reasonably can, especially to those who, 
because of limited meons, would not otherwise be able to receive service. 

3. The application to each case of the center's schedule of fees for service shall 
be fair and equitable;, and shall be related to the patient's ability or inability 
to p<^ (including third-party support) and to the center's ability to provide the 
services needed. 

4. In establishing a schedule of fees for service, the center shall have adequate 
knowledge of the costs of its services, based upon sound principles of ac- 
counting, and adequate knowledge of the relotionshlp between its total operat- 
ing cost. 
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L Restrictad Funds 

1. The center's use of funds that have been received with conditions shall be 
strictly in accordance with tlie conditions and wishes of theqrantor or contrili- 
utor. 

2> To ifisure proper use and to provide a sound basis for reporting, adequate rec- 
ords ishall be kept of the use of all restricted funds. 

VII. PHYSICAL PLANT 

A. The center shall moke full use of professional advice (state and local agencies, 
university, etc.) in the management of its plant and property in order to protect 
and promote its best interests. (Reference: American Hospital Association man- 
uals on llaintenance and on Insurance.) 

B. The center shall establish a safety committee to provide for disaster planning, 
fire protection and evacuation, safety education, and similar matters. 

C. The center shall provide for adequate insurance to protect the plant and property, 
regular staff, volunteers, patients, and the public from all serious risks in carry- 
ing out the program. There shall be regular review and evaluation of any and all 
needs for insurance and of the types of protection offered. This is particularly 
important in view of the vanishing immunity from suits of nonprofit organizations. 

D. The management of the plant and property shall be consistent with state and fed- 
eral laws and regulations applicable to the center. 



MEDICAL SERVICES SUBCOMMITTEE REPORT (PHYSICIANS) 

Chairman: James W. Rae, Jr., M.D., Chaiimcn 

Department of Physical Medicine and Rehabilitation 
University of Michigan Hospital 
Ann Arbor, Michigan 

Paul M. Ellwood, Jr., M.D., Executive Director 
American Rehabilitation Foundation 
Minneapolis, Minnesota 

Thomas Gucker III, M.D., Director of Rehabilitation 
Orthopedic Hospital 
Los Angeles, California 
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Justus B. Lehmunn, M.D., Executive Officer 
Deportment of Physicol Medicine and Rehobilitotion 
University Hospitol 

University of Washington Medical School 
Seattle, Washington 

Donol R. Sparkman, M.D., Medical Director 
Division of Vocational Rehabilitation 
State Board of Education 
State of Washington 
Olympia, Washington 

L MEDICAL SERVICE GOALS 

4 

The goals of a medical service within a rehabilitation center, in full accord with the 
stated goals of the institution itself, shall specify: 

A. The full range and type of patients to be served. 

Br The rehabilitation objectives incorporated in the program of services for patients. 

C. Specific limitations, cleorly defining the extent of services available and those 
not provided at the center. 

D. Limitations of age, sectarian affiliation, or other factors, as defined by the insti- 
tution, which affect admissions policies. 



II. ORGANIZATIONAL STRUCTURE OF MEDICAL STAFF 

A. Responsibility for provision of ,all medical care in carrying out the medical re- 
habilitation goals of the center is delegated by the governing boord to the medi- 
cal staff. The medical staff is responsible to the board for ossurances of caliber 
of doctors recommended to the board for staff affiliation and for the quality of 
medical services provided patients at the center. In all matters of administra- 

' tion, the medical staff is responsible to the director of the center, who person- 
ally represents the authority of the boord of directors in developing and improv- 
ing program and rehabilitotion s^rviMs within the center. 

B. There shall be on active medical staff, of size appropriate to the center, which 
shall perform all duties pertaining to the medicol stoff. The octive medical staff 
sholl meet at stated regulor intervols, in no event less thon six times each yeor, 
and full and complete records shall be kept of these meetings. 



, C. It shall be the responsibility of the isedical staff to develop and utilize appro- 
pris.'e procedures for continuing review and evaluation of the practice of medi- 
cine in the center by its individual members* Reports of these reviews and eval- 
uations of practice shall be forwarded to tire governing body through estoblished 
channels. 

D. An organizational chart of the medical staff shall be available to indicate all 
committees of the staff, committee functions, membership of each committee, and 
the admirustrative function of individual staff members, should there be any. 

E. There should be a "professional staff advisory committee" which has the right, 
in consultation with the chief executive, to direct communication with the govern- 
ing body. This committee should be composed of the officially appointed heads 
of each formally established professional service department of the center. 

III. SERVICES TO PATIENTS 

A. The medical staff of a rehabilitation center is responsible for providing a high 

quality of medical rehabilitation services for patients in the center who require 
these services. 

B. From its inception and throughout the entire program for each patient, a single 
responsible individual who is a member of the center's staff should be designated 
as bearing overall responsibility for the patient 's program of rehabilitation. Dur- 
ing phases of the progrom which may be predominantly medical, this person shall 
be a physician on the medical staff. The rehabilitation chart and record for each 
patient shall noise the individual currently Varing responsibility for the patient. 
TMsindividu^ shall serve as direct means of communlcationi between the patient 
and the rehabilitation team in interpretation of all ospects of the program to the 
patient, and in bringing greater insight to the patient's problems to the staff. 

C. At all times during the course of a patient's rehabilitation in the center, a man- 
aging physician from the active medical staff shall be responsible fer his medi- 
cal core and for coordinoting all medical aspects of the potient's program. The 
managing physician shoU be responsible for attending any rehobilitation team 
conferences where the potient's medical problems may be a subject of considera- 
tion. 



D. Judgment as to diagnosis and treatment rests with the physicion responsible for 
the care of the patient in the eenter. Wher^^ doubt or question as to tlie best ther- 
opeutic measure or adequacy of diagnosis may exist, consultation shall be ob- 
toined. 



C. Patients in rehabilitation centers for whom outside medical consultation may be 
need considered appropriate shall be referred only to physicions well qualified 
by training and experience, in the opinion of their peers, to give consultation in 
the field in which opinion is sought. Consultation should include actual exami- 
nation of the patient by the consultant. The record and written opinion of this 
examination shall be signed by the consultant and made part of the patient's rec- 
ord. 



F. Responsibility for providing competent supervision of medical treatment and var- 
ious therapies shall be fulfilled by duly designated members of the medical staff 
of the center. The center shall retain responsibility for the quality of medical 
services or therapies provided outside the center on referral from members of the 
medical staff when such services or therapies are presaibed as part of the reho- 
bilitation program for the patient. 

G. Physicians may prescribe for treatment or therapies within their competence after 
having examined the patient and satisfied himself as to the appropriateness of 
such a prescription. A record of this examination and theprescription(s) for treat- 
ment in the center, shall be made in writing and kept with the patient's record 
and chart. Re-examinations for patients undergoing treatment shall be conducted 
at appropriate intervals in the patient's best interest, and records of these exam- 
inations and re-examinations shall be in writing and shall be included in the rec- 
ord and chart of the patient. 

H. Patients requiring orthotic or prosthetic appliances as a part of their rehabilita- 
tion program must be examined by a physician in order that appropriate prescrip- 
tions may be issued. Reports of such examinations and copies of prescriptions 
shall be in writing and made a portion of the potient's record. Re-exomination or 
chec^kout examinations shall be conducted to assure proper fit or utility of any 
appliances prescribed. 

I. The medical staff of o rehabilitation center shall fulfill the responsibility of pro- 
viding constant and organized teaching services to oil other members of the re- 
babilitotion staff. In addition, participation in meetings for the purpose of staff 
evoluation of individuol potients, regularly scheduled interdeportmental meetings, 
ond other meetings of general stoff interest shoU 1^ a responsibility of the medi- 
col stoff. 

J. The patient's personal physician must be fully informed of his treotment, prog- 
ress, and condition upon the patient's disdiotge from the center. This shoU be 
occomplished tsy o written report forwordii, if possible, immediately prior to dis- 
charge of the potient, ond reinforced by face-to-face or telephone communicotion. 
Assistonceto the potient in selection of a personol physician, should he not have 












one, shoU 1^ a respoiisihility of the medical staff. Medical inbimation of a na^ 
ture to ossist in maitiiainiiig medicol goins achieved ot the center shall be made 
ovoilable to the potient's fomily physician and, where appropriate, outside ogen- 
cies to whom he mciy be referred for odditionol services which moy be deemed 
necessoTy for him. 

IV. PERSONNEL 

A. Only physicians licensed to proctice medicine in the specific state shall be per> 
mitted to proctice in the rehabilitation center. 

B. Privileges moy be extended to quolified physicians to proctice in the center in 
the various specialties, accoi:ding to their experience. Judgment, ability, and com- 
petency as evaluated by a ciedentials committee of the medical staff and recom- 
mended to the governing board. 

V. RECORDS AND REPORTS 

A. A control record or chart contoining oil diagnostic, therapeutic, and program plan- 
ing information, shoU be maintained and kept up-to-date for each patient receiv- 
ing services at the center. 

B. All records shall bear the signature of an appropriate person for each diagnostic 
or therapeutic service rendered to the patient. 

C. Qualitative staff review of potient records shall be provided at regularly stipu- 
lated intervals, and in no event fewer than at least four times each year. 

D. Written records shall be kept of all medical staff meetings and of any individual 
medical staff committee meetings held at the rehobilitotion center. 

E. Signed progress notes of the patient's condition shall be added, routinely, to the 
potient's chart. 

F. The patient's chart shall include some ossurance, In writing, that services pre- 
scribed for thot potient as port of his rehobilitotion program have actually been 
provided for him, and received by him at the time stated. Such ossurance mo> be 
in the form of signature of oppropriote department heads for each service rendered. 

VI. PHYSICAL PLANT 

Adequate space and equipment of a nature designed to meet fully the demands and 

noture of servioes to be rendered by a medical staff shoU be provided. 
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Whire fiuriiti^ k«d core and 24>h0ur core for sick potienti ore provided in o rehabili- 
tation cioter, it thoU be accreditobie by the Joint Conuaiision on Accreditation of 
Hofpitols. 

MEDICAL SERVICES SUBCOMMITTEE (ASSOQATED MEDICAL) 

Choirman: James W. Rae, Jr., M.D., Choirman 

Dept of Physical Medicine and Rehabilitation 
University of Michigan Hospitols 
Ann Arbor, Michigon 

UUioD E. Chabola, Consultant on Professional Services 
Americon Physicol Therapy Association 
New York, New York 

Alice B. Morrissey, R.N., Instructor in Rehabilitotion Nursing 
Dept, of Physicol Medicine and Rehabilitation 
New York University Medicol Center 
New York, New York 

LePoy W. Nattress, Jr., Executive Director 

American Board for Certification in Orthotics arid Prosthetics, Inc. 
Washington, D.C. 

I. GOALS OF MEDICAL SERVICE DEPARTMENTS 
A. Rehabilitation Nursing 

1. *nie metamorphosis of classical nursing skills and procedures into rehabilita- 
tion nursing, as with other auxiliary services such as occupational therapy, 
physical therapy, and provision of orthotic and prosthetic appliances , includes 
an assumption of full responsibUity as a participating and contributing mem- 
ber of the rehabilitation team. Nursing procedures and skills join all other 
rehabiUtaUon services toward achieving the fuUest restoration of sick and i 
disobled persons to their moximum usefulness and optimum health. 

2. Nursing services within a rehabilitation center strive ta provide the highest 

quality of patient-centered rehabilitation nursing care. 

3. Nursing services seek to promote and develop dynamic lines of communica- 
tion with all other coeos or services within the center for the best possible 

reolizotion of each potient's program of rehabilitotion. 
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' Occupational Therqpy 

The goals of occupational therapy services, which are services traditionally con- 
sidered to be ovc^oUe to oil nedicol specialities on a referral or prescription 
basis, lie in the direction of moximal physicol restoration, psychiotric integra- 
tion, psychological odiustment, and prevocationol evalut^tion of patients within 
the rehabilitation center. 

C Physical Therapy 

1. The goals of services provided by a physical therapy department are to com- 
bat the cumulative disjbling effects of prolonged physical or mental illness, 
minimize residual physical disobilify, relieve pain, develop or improve physi- 
cal skills, and restore function and maintain maximum performance within the 
patient's cdpabilities. 

2. The skills of physicol therapy, upon prescription of the attending physician, 
contribute to the restoration program of the patient and to broader staff under- 
standing of the total problems of the patient and his maximum potential levels 
of achievement. 

II. ORGANIZATIONAL STRUCTURE OF DEPARTMENTS 

A. Within the framework of<a rehabilitation center's general goals and purposes, staff 
providing each cf thv? auxiliary medical services shall be organized in such a 
manner as to best provide these services for patients. 

B. The chief of occupational therapy, the chief of physical therapy, and the chief of 
nursing services shall each be responsible for assuring the chief of medical serv- 
ices of a consistently high quality of rehabilitation services provided center po- 
tients within their departments. 

ill. SERVICES TO PATIENTS 

A. Nursing Services 

1. Within the framework of a center's goals and admissions policies, a nursing 

^ service shell include a full range of care as required by patients treated in 

the center. 

2. Clinical instruction in rehobilitation nursing techniques for the nursing staff, 
as well os teaching services for other members of the rehabilitation staff, 
shaU be provided by q nursii^ diportment. 






3. Members of the nursing deportment shall parUcipOte in rehabilitoUcn confer- 
ences concerning any jpoUehts under their core* 

4. The nursing deportmmit shall provide consultation and educational services 
lor iomilies of patients to assist thmn to und^stond the patient's program at 
the center, his progress, and his ultimate routine medical needs once he has 
completed the rehabilitation program set up for him at the center. 

5. Nursing services include a conscious, ongoing evaluation of techniques uti- 
lized by the department and their effectiveness with relation to patient prog- 
ress. 

B. Occupational Therapy Depa rtment 

1. Upon referral by physicians to occupational thercq>y^ patients are screened 
and evaluated to determine feasibility of occupational therapy and its objec- 
tives. 

2. Services provided by a department of occupational therapy include planning 
with the patient for immediate and long-range goals toward attaining and main- 
taining optimal function in keeping with that patient's total individual needs. 

3. Occupational therapy services include conditioning the patient for re-entry 
and integration into the life of his family, and return to a job and to his com- 
munity-at-large. 

4. The staff of an occupational therapy department assists members of the medi- 
cal staff and other rehabilitation center personnel to und ^rstand and utilize 
occupational therapy facilities within an agency and within a community in 
order to obtain maximum possible achievement with each patient. This would 
include, likewise, the ongoing responsibility for educating the entire staff con- 
cerning the principles, ideas, and values of occupational therapy for patients. 

C. Physical Therapy Department 

1. All patients provided service within a physical therapy department are re- 
ferred there by prescription of a physician. 

2. Services provided the patient include a formulation and implementation of real- 
istic short- and long-term treatment goals. 

. -.y ■ 

3. The members of a physical therapy department attend staff evaluation ses- 
sions for particular patients under their care, and contribute to this staff eval- 
uation by their knowledge of tbe patient as he is seen in the physical therapy 
department. 
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4. Demonstration ohd tM^hin^ pro 9 fams for th© entire rehobilitation staff shall 
be provided, from time to time, by members of the physical therapy department. 

, ' t 

5. A physical therapy deportment shall maintain an ongoing program for evalua- 
tion of services provided to potients within the department and shall strive to 
improve techniques employed within the framework of their ongoing experi- 
ence with patients. « 

IV. PERSONNEL 

A. The rehabilitation center shall engage only qualified, professionally trained in- 
dividuals, in the fields of nursing, physical therapy „ and occupational therapy, 
where these services are provided for patients in the center. 

B. The use of aides and volunteers within any of the above departments shall be 
under close supervision and direction of the head of the department, who shall 
retain full responsibility for the quality of all services provided within the de- 
partment by such nonprofessional employees. 

C. The head of each of these medical auxiliary services shall consult, from time to 
time, with the chief of the medicol service in the center concerning adequacy of 
available personnel to provide services, without delay, and to the full extent of 
need of patients within the center. 



V. RECORDS AND REPORTS 



A. Each of the three auxiliary medical services shall maintain departmental records 
adequate to the organization of the department and the scope of services rendered 
by the department. 



B. Records of treotment provided patients by each of these services shall be made 
a part of the patient's record and chart and shall be available to other members 
of the rehabilitation team who may be working with the patient. These records 
sholl include oil prescriptions or referrals for treatment and patient attendance 
which served to originate the treatment or attendance. 

C. Records and reports shall be standardized within each of the departments, in 
keeping with the general policies and systems promulgated within the agency. 
They shall be objective in nature, economical of time ond cost, and a protection 
to the patient ond all concerned with his care. 

D. Adequate notes of the patient's progress within each of these departments shall 
be kept and made a part of each patient's record and chart. 



E. All cklministrative, personnel, and patient records kept by each departnient shall 
be t>( such a nature as to contribute readily to periodic reports prepared by the 
head of each departnent for submission to the director of the center, and for his 
use in reporting on the overall program and services provided by the entire center. 

VI. PHYSICAL PLANT 

Adequate space and equipment of the specific nature designed to meet fully the de- 
mands and the nature of services to be rendered within a nursing department, an occu- 
pational therapy department, or a physical therapy department shall be provided where 
such services are port of a rehabilitation center program. Where inpatient services 
for the sick and infirm are provided at a rehabilitation center, nursing facilities shall 
meet all basic criteria set up for nursing services within hospitals, as defined by the 
Joint Commission on Accreditation. 
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Harold Chenven, Ph.D., Chief Clinical Psychologist 
Institute for the Crippled and Disabled 
New York, New York 

George R. Stephenson, Ph.D., Director of Clinical Psychology 
New York State Rehabilitation Hospital 
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I. GOALS OF PSYCHOLOGICAL SERVICES 

A. The aim of o psychology service is to facilitate the optimiim personal adjustment 
of an individual in the light of his unique physical, intellectual, and emotional 
capabilities and limitations in relation to his social setting, through the use of 
psychological techniques, principles^ ond skills. 

B. Psychological services may be rendered directly, through a personal relationship 
between psychologist and patient, and indirectly, to mointain an atmosphere which 
recognizes the psydiological needs of potients and is conducive to constructive 
interpersonol relationships. . 
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II. ORGANIZATIONAL STRUCTURE OF DEPARTMENT 

A. A psychological service shall be under the direction of a qualified psychologist. 
The staff shall be organized as appropriate to its size end patient load, and in 
consideration- of the gc^s of the center, with provision for adequate coUabora-^ 
tion with other disciplines. 

B. The head of the psychology department is responsible for the administration and 
professional services of the deportment. He is responsible to the administrator 
or director of the agency. The lines of authority regarding administrative and 
professional functions are clearly defined. 

C. Adequate clerical help should be provided to perform routine duties necessary' for 
the operation of the department. 

III. SERVICES TO PATIENTS . 

A. Qinical Services 

In the light of his professional judgment, and in consultation with other staff mem> 
bers, the psychologist determines the nature and extent of psycholbgical serv- 
ices which are required by the patient* The full range of the psychologist's skills 
should be taken into account in referrals for psychological services. 



B. Psychological Evaluation 

Evaluation is o dynamic, ongoing process of developing and collecting informa- 
. tion to contribute to the understanding and management of a patient. The nature 
and extent of the evaluation is governed by the needs and abilities of the patient 
in relation to the facilities and resources available for assisting him. The eval- 
uation helps clorify and establish goals for thv) potient and the rehabilitation 
team. I affects and influences the approaches to patient management in an un- 
folding rehobilitation program. Evaluation should include incisive assessment of 
needs ond abilities, intellectual functioning, general and specific assets.^ and 
capabilities and emotional adjustment patterns. Methods employed in patient 
evaluation hy the psychologist include: 

1. . Background information and findings provided by other members of the team. 

2. Interviews and clinical observations. 

3. Psychological tests such as intelligence, personality, aptitude, interest, and 
achievement, and specialized procedures for evaluating specific problems in 
rehabilitatioii. 
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The evaluation should contribute to the decision-making process of the rehabil- 
itation team. Evaluation is a continuing process rather than a routine, static pro- 
cedure corried out only at the beginning of a program. 

,C. Psychological Therapy 

Psychological therapy may be defined as a process designed to assist a patient 
to develop, modify, and maintain effective and rewarding patterns of behavior and 
attitudes in meeting the demands of his intrapersonal and interpersonal situation. 
Two levels of psychological problems w;hich may require psychotherapy can be 
distinguished in a rehabilitation setting: 

1. Psychological problems related to the disability and to the demands and re- 
quirements of the rehabilitation process. 

2. Psychological problems reflecting long-term maladjustment patterns which im- 
pair overall adjustment. 

The type of psychotherapy employed should be suited to the pati,ent and his situ- 
ation. The two forms most frequently used are supportive and intensive therapy 
with either individuals or groups. 

D. Research 

The psychologist plans and executes psychological research having practical 
implications for rehabilitation and/or contributes to our understanding of basic 
human behavior utilizing the resources of the institution. Research should be in 
accord with the American Psychological Association ethical Standards of Psy- 
chologists Principle 16, research precautions: "The psychologist assumes ob- 
ligations for the welfare of his research subjects." The psychologist serves a 
wide variety of roles in other researches carried out at the center. 

IV. PERSONNEL 

A. Staff members of the psychology department shall have the requisite formal train- 
ing and experience, as defined by the American Psychological Association and 
applicable legal requirements, commensurate with their level of responsrbUites. 

B. Where psychological services are available on an outside consultant basis, the 
qualifications of the psychologist should be at the some level as those stated 
above; 
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V. RECORDS AND REPORTS 

m- 

• ■* 

Psycholo9istshave the responsibility for conununicoting their findings and judgments 

to other members of the rehabilitation stoff in both formal and informal manners. 

A. Reports should be prepared so ds to best communicate data and information alMut 
■ the patient to all rehabilitation staff members in order to achieve a better under- 
standing of the patient, his needs, and his problems. 

B. Reports of psychological services should contribute information for practical 
management of the potient, 

C. Core and judgment. shall be exercised at all times in preparing permanent records, 
so as to protect the patieht's best interests. Confidentiality of reports of psy- 
chological services must be maintained. 

D. Communication to other professional staff members should avoid use of raw data 
without accompanying full interpretive information. 

E. The psychologists participate in sessions of oral reporting s'jich as rounds, staff 
meetings, etc., in which decisions or dispositions are made concerning the pa- 
tient's welfare. 

F. The psychologist should be aware of the conseguences of his evaluation by keep- 
ing his findings in perspective and pointing out the usable assets and liabilities. 

VI. PHYSICAL PLANT 

Adeguote space including privacy and eguipment of a nature designed to meet fully 

the demonds and the nature of services to be provided by g psychological services 

department, shall be provided. 
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SOQAL WORK SERVICES SUBCOIOlITTEE REPORT 

ChoinDan: Otcsr Kurrm, lf.S,W., Institute Director 

National Institute on Public Heolth and Rehabilitation 
Post Office Sox 391 
Winchester, Massachusetts 

Vivian Day, Director of Social Services 
Rest Haven Rehabilitation Hospital 
Chicago, Illinois 

Ruth Fennessey, Field Instructor 
School of Sociol Service Administration 
University of Chicago 
Chicago, Illinois , 

Morgaret G. Holden, Associate Professor 
School ol Sociol Work 
University of IlUnois 
Chicago, Illinois 

Margaret C. Webber, Chief of Social Services Department 
Rehabilitation Institute of Chicago 
Chicago, Illinois 

I. GOALS OF SOCIAL SERVICES DEPARTMENT 

A. The primary goal of social services provided in a rehabilitation center is to enable 
the patient to understand and profit from, to the fullest degree, the services pro- 
vided in his rehabilitation program, so that he will achieve that level of social 
equilibrium which will lead him to a satisfactory solution or adjustment to any 
and all problems within the interrelated physical, social, emotional, and econom- 
ic areas of his life situation. 

B. Social, services seek to discover, identify, and strengthen available group and 
community resources, outside the rehabilitation center, which may represent sup- 
plemental resources, from time to time, in assisting a patient to achieve his max- 

’ imum rehabilitation potential. 

il. ORGANIZATIONAL STRUCTURE OF DE!^ARTfeNT 

A. Provision of social services within o rehabilitatik/ri center shall be by a depart- 
ment expressly organized ior this purpose, whose chief shall be responsible di- 
rectly to the odmihistrotor. of the center. 
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B. Tht c!iitf of a social sofvicts doportmont sksll bo rtsponsiblo lor dtfining and 
ostcblishing tht scopt of sociol strvicts to bo providtd in tht ctntor, within tht 
frroBtwork of tht dtfinition of that ctnttr's stottnont of gools and purpotts. 

C. Tht chitf of a sociol strvicts (kpartntnt shall bt rtsponsiblo for tht suptrvi> 
sion and coordination of tht soOiol woric stoff in tht provision of oil strvicts 
providtd by tho dtportnont. 

III. SERVICES 

A. Sociyl Castwork 

1. Complttt txplotation into, and asstssntnt and evoluation of, all seiial fac- 
tors, post and prtstnt, which may bt ustful in constructing a door and re- 
vealing profile of the patient in relotionship to his need for rehabilitation. 

4 > 

2. Establishment of- a working social diagnosis, in o;der to make available per- 
tinent material beoring on the rehobilitation goals and treotment to be plonned 
for the patient,* to define ond interpret to the potient, and to those who ploy or 
are likely to ploy o dominant role in his life cyde, oppropriate social goals 
for him; and to select and begin to implement those technigues to be used in 
his social treatment. 

3. Implementation of socid treatment, consisting of therapeutic measures de- 
signed to assist the potient in achieving estoblished gods. 

Unification of Staff Resources 

1. Contribution and ir^ternretotion to the rehobilitation staff of any and all social 
informotion exertuig any effect, within the professionol judgment of those pro- 
viding socid services, on any aspect of problems involving the patient 

2. Through the established avenues of communication within a rehabilitotion 
center, such as individud cor^erenees, dinicof conferences, staff 
ences, ward rounds, etc., a socid services department mointains responsi- 
bility for the teoching aspects inherent in handling problems related to spe- 
cific patieiits. 

3. Through these choiur?!^ of communication, social services attempt to trans- 
late and interpret medical and other types cf problems to the patient within 
the comprehension the patient's backgrr^d mi ^jjc^rienre. 
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4* CfwHm w4 shniiig of foots, opinions, and judgtstnts, through intorsorvice 
cowMnicQtlons loading to isipiovod toehniquos of providing sorvicos, giooter 
undsrsfonding of tb# potiont ond his piobloBS,and shoiponod ocuity of inter* 
dsportBMpntal cooporotion, undorstonding, ond achiovonont. 

C. Group Work 

Loss woU known, but copobio of noking gonuino contribution to tho rohobilita- 
tion tooa, oro tho sorvicos of quoUfiod group workors within tho roboldlitation 
contor. 

1. Group work sorvicos include definition ond ossessnont of oroos ond experi- 
ences within the rohobilitotion center which noy lend thesiBelves to group 
techniques. 

2. Selection of individuol potiente, or types of patients, whos t rehobiUtotion 
process noy he ossisted or speeded through group experience. 

3. Development of piogrom medio, including discussion os well os octivity, 
which con provide potiente with increosed copocity ond will to ochieve de- 
sired rehobilitoikion gools through gret^p experiences. 

D. Interpretotion ond Evoluotion for Rehobilitotion Stoff 

Interpretation ond evoluotion of sociol, ecoiromic, emotionol, ond cultural foctors 
offecting specific potiento, on on infonnol, doy-to-doy bosis, with various mem- 
bers of the rehobiUtotion teom os they ottempt to provide day-to>day services for 
the potiente. 



I E. Community Orqonizotion and Plonning 

1. A sociol services department has responsibility, as the potient progresses 
in his rehobiUtotion program, for plonning with the outside community for the 
potient's return to his oviitside world. 

2. Relotionships ore mointoined with ony ond oU ogencies who might be able to 
provide, from time to time, services or ony ossistonce whotsoever to the po- 
tient iii mointoining ond consoUdoting progress ochieved in the r^riiobUitotion 
process. 

3. A sociol services depqrtstent shores the respogsib^ty. for bringing to c^ 
munity ottention lock or inodequocy of services which might be helpful to re- 

hobilifotion potiente. , 
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F» Education, Tratning, and Orimtotion Pidgroma 

1. A locsial torvicof dopartnent nointoins rosponsibility for in-service training 
within the deportment. 

2 * A sociol services deportment has responsibility for in^ center training of other 
piofessionol personnel^ with respect to fuU und<^rstanding and appropriate 
utilization of social services within.the center. 

3 There is a responsibility for providing educational services outs^e the re- 
habilitation center, in the interest of greater community awareness and under- 
standing of the principles of rehabilitation and services available within 'the 
rehabilitation center. 

G. Research 

1. A sooiol services deporanent has the ongoing resprmsibility for improvement 
and refinement of av^oble techniques, as well as development of new meth- 
ods of core for the complex of social problems affecting rehabilitation potients. 

2. Reseorch shall be encouroged into the specific end broader ai^ects of social 
services needs of porticular potients, as well as types of services requested 
frrai cinnmunity agencies, and criteria for patient refenoi. 

G>nstant leseorch shall be undertaken to test and evaluate services provided, 
on on individual patient basis as well as on total progrom basis, within the 
sociol services department and within the rehabilitation center as o whole. 

4. A social scfvices deportment has responsibility for devisuig, establishing, and 
maintaining channds of follow-up contoct with discharged patients, to assure 
maintetiance and. consolidation of rehabilitation achievement, and to antici- 
pote and provent problems arising which might not have been given adequate 
consideration ot the time of discharge. 

IV. PERSONNEL 

A. Personnel employed in a social services deportment within a rehabilitation center 
shoU hove trgining and experience consistent with professionol standards of 
trginingond ejq>enence as defihed by the National Asfjociation of Social Wodeers. ' 

0. Personnel proctices within the social services department shall be in basic ac- 
cord with policy and practices of the rehdltilitcftion center, end shall provide idr 
lob classiticotion and descriptions, q>pOintment procedures, and termination 
methods and shoU specify the System of personnel evaluation and promotion. 
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C. Policits end piocadures of tht sociol services deportment shall be in writing and 
shall be ovoiloble lo the sociol work stoff as well as other, members of the stoff 
of the rehobiUtotion center. 

V. RECORDS AND BEPORTS 

' ' V ■ ' ’ ■ 

f > 

A. A record of sociol services provided shall be an integral port of the record-chart, 

of each patient. ' . 

B. Records shoU include progress notes, sociol summaries, resume of recent de- 
velopments, and cleor analyses of sociol treatment procedures. 

C. Records of the deportment shall be of a nature ond clarity so as to communicate 
cleorly all sociol aspects of the rehobilitation progrom of o specific potient to 
any ond oil other departments providing services to the patient within the center. 

» I » * » • . 

VI. PHYSICAL PLANT 

A. Spac and focilities, of a nature and design to moke possible provision of all 
services within a social services department, as defined by the stated goals of 
the institution and the sociol services deportment, shoU be provided. 

B. Space shall include at leost some areas, appropriote to the size of the depart- 
ment, for holding individual counseling sessions with potients in an atmosphere 
of privocy and minimal interruption. 
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WilUom M. Usdane. Ph.D., Chief 

Division of Research Grants and Demonstrations 

Vocational Behobilitation Administration 

U.S. Department of Health, Education, and Welfare 

Washington, D.C. 



Robort A. Walker, Assistant Director 
llinneapolih Rehabilitation Center, Inc. 
Ifinneapolis, Minnesota 



I. GOALS OF VOCATIONAL SERVICE DEPARTMENT 



A* The objectives of the vocational services are stated and defined in writing. The 
vocational goals ore stated objectively and specifically so that they can be ob- 
served and evaluated from the processes and operating outcomes at the center. 



L They should be in the form of an o^cial, formalized document signed by the 
chief odministrative efficer of the center. 



2. They are distributed adequately to referring agencies, to clients, and to the 
community. 



3. They should be ovailoble in a form permitting distribution to interested per- 
sons and agencies. 



B, The stated goals indicated by the department are reasonably within the capaci- 
ties and the overall purposes and operations of the center. 



1. The gools are coiisiStent with the department's operations and with the over- 
all functioning of the center. 



2. The written qualifications in the troining and experience of the staff would 
indicate that the stated goals could be realized. 



3. The facilities of the center are such qs to make feasible the reaching of the 



4. The goals qie not inconsistent with the stated general goals of the center. 



C* Thegools pf the department are generally understood by the staff and in other de- 
partments Of the center^ 



1. Various stoff persons give reasonably consistent statements of wbot the goals 
' .are/ 
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2. Other-thcDi-vocational-dej^rtnient staff are able to give reasonably clear state- 
ments of nrhot j^ie goals of the deportment ore. 

D. The goals ore related to community needs and to the type of clientele usually 
accommodated at the center. 

,1. The goals are consistent with the business, industrial, and professional cliar- 
Gcteristics of the community. 

2. There is evidence that the goals are shaped in accordance with the identified 
needs of the referring agencies. 

3. The goals are designed to meet the types of needs that the clientele can rea- 
sonably be expected to present. 

11. ORGANIZATIONAL STRUCTURE OF DEPARTMENT 

A. The vocational services department is orgonized so that it cOn effectively reach 
its stated goals. 



1. The person responsible for the department has the authority to make the de- 
cisions for the department's operations and in implementation of its goals. 



2. He participates effectively in other decisions affecting the department, such 
as those concerning budgeting, staffing, space allocation, travel, client se- 
lection, in-service training, use of consultants, public relations, ond program 
development 

. 3. He has the same line and staff status as other department heads. 

4. The vocational department has job descriptions of all positions providing vo^ 
cotionol services^ 



5. The vocational department is responsible for determining the job duties of 
' those persons providing vocationcd services within the general stondords ex- 
isting within the agency. ^ ^ ^ ^ ^ ^ 



6. The yoilotiond^ participates in deterndning the salary levels of 

employees who will be providing vocationcd services. 

V ,, V. , - :\;'y ^ ^ % ■, y/ ' ■ . " 

7. The vocationol deportment heod is responsible for rating employees' effec- 
tiveness, promotobility , etc., for ihose persons vrithin the vocationol depart 



ment* 






8. The voqotional department is resjponsible for employing discharging all 
employees providing vbcatiohol services. 

9. Vocationol staff meetings ore routinely held within, the vocational department. 

10. Adequate dmounts of time are available to vocational department personnel 
for education and research. 

11. Organization charts are available which indicate the relationships of the units 
. within the Vocational department. 








B. The vocational department's role and organizationol situation should be such as 
to facilitate the department's goals as well as the agency's goals. 

1. The vocationol depnrtmmit has membership on appropriate center committees. 




The vocational department participates in the determination of meeting agenda 
for the total staff. 



3. The vocational department has opportunity to attend general staff meetings. 

4. Appropriate lines of communicotion are established with other center depart- 
ments. 

5. The vocational department has authority over and responsibility for all voca- 
tional services performed in the center. 

6. The vocational department has direct access to the chief executive or his 
designate. 

7. Staff members within the vocational department participate in decision-mak- 
ing which affects vocational cervices. 




8v Organization charts are available wfuch indicate the relationship of the vo- 
cationol department and other departments within the center. 

_ , 9* The department develops appropriate working relationships with outside agen- 
cies and participates in community education ond orientation. . 

C. The odmihistrotive relationships within the deportment are such that each indi- 
viduol working in it knows and understands what his role iSi what his prerogo- 
V Uves ore, ond whdt his responsibilities are.^^ , 
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1. The lupervifor of the vocational leivicee departoent eupervises oil center 
vocotionoi activities. 

2. He has direct access to the executive director of the center. 

3. There are odequate job descriptions for all employees of the department. 

, 4. There are departmental functional, flow, and organization charts. 

5. There are adequate job requirements written for each position. 

D. The professional and administrative relationships in the deportment are organi* 

zationally structured so os to be mutually supportive. 

1. There is a described and understood basis for resolving intradepartmental 
conflict. 

2. There is involvement of staff in department decision-making. 

3i Decisions concerning hiring and firing of department employees are the pre- 
rogative of the department. 

4. The department has the responsibility and prerogative to prescribe standards 
for personnel of the department. 

5. The department has the responsibility and prerogative to prescribe standards 
for work quality and quantity of the department. 

8. Evaluations of staff ore made within the departmenC. 



m. SERVICES TO PATIENTS 

> 

A. Cli ent Selection 

The vocotional services department shall be responsible ■ for assuring that all 
members of the rehabilitation center staff as well as all outside agencies from 
whom referrols may be expected are informed concerning the range of vocational 
services available for clients. 

1. The sources of referral are identified and ififormeid concerning the capabili- 
ties end objectives of the department. 



Q. There is evidence in the fwm of brochures or other communiques to indi- 
cate that referral agencies are aware of the scope and function of the de- 
partment. 

b. The distribution of these items is adequate and appropriate. 

c. The department has available an organization chart covering staff organi- 
zation and functions of the department that reveals that the functions of 
the department are being carried out. 

d. Client files should contain evidence that various procedures have been 
applied, including intradepartment consultations, staffings, and evalua- 
tions. 

e. There should be evidence that the results of case conferences, staffings, 
and evaluations have been communicated to referral sources. 

2. The criteria for acceptance of clients are appropriate, clearly defined, and 
understood by the intake-screening staff. 

a. The intake-screening staff have been instructed concerning the role and 
functions as well as the limitations of the vocational services. 

b. There is evidence that only those clients are accepted that are properly 
within the goals and limitations of the department's capabilities. 

B. Client Orientation 

The vocational services include full orientation of the client concerning those 
services which may be of assistance to him, the program envisioned for him, and 
the need for full communicatimi between him and the vocational rehabilitation 
counselor. 

1. There is a procedure for orienting clients concerning the goals of the depart- 
ment and concerning what con be expected from the services of the vocational 
department. 

a. Written materials records of interviews, etc., reveal the scope and ade- 
quacy of orientation. 

b. There is behavior evidence (xi the part of the client that the plans in- 
volved in counseling have been accepted and acted Upon by him. The 
follow-up information in the client's file indicates that the vocational 
plans have been followed by the client. 

2. There is evidence that the background of the client is sufficiently understood 
to insure that the orientation given him is effectively communicated to him. 
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a. Ad0<iuot9 infof notion if obtoinod Iron the referral agency referring the 
'Case to the center. 

b. Case records contain such information as biographical data, medical in- 
formation, previous oppraisols and evaluations, work history material, 
social service infonnation, etc. 

C. VocatioRal Evaluation 



1. Vocotional services shall include an evaluation process designed adequately 
to measure the client's need and readiness for vocational rehabilitation. 

The evaluation process adequately measures the client's readiness and need 
for vocational rehabilitation. 

a. The counselor's case notes reflect his perceptions as well as those of 
the client concerning the vocational needs of the client and the client's 
attitudes and values as they relate to vocational goals. 

b. There is evidence that the client is motivated toward rehabilitating him- 
self, and his behavior during the counseling has been one of cooperation 
and acceptance. as opposed to rejection or noncommitment. 

c. There is evidence by his behavior that ths client has been willing to ac- 
cept the responsibility for decisions that have been made with him and to 
carry them out. 

d. The case record indicates that the client is ready to deal realistically 
with his vocational rehabilitation problems. 

2. Vocational services and counseling shall include techniques to measure ca- 
pabilities, potentials, skills, interests, intellectual capacities, and other 
behavior d the client related to vocational rehabilitation. 

The evaluation process includes techniques to measure vocational potential. 

a, The case record reflects the use of psychological tests which measure 
such things as abilities, aptitudes, interests, personality characteristics, 
attitudes, value'j, and other behavior related to predicting vocational re- 
habilitation actions subsequent to counseling. 

b. Such evaluation is made by a qualified counseling psychologist or voca- 
tional rehabilitation counselor who has the background to evaluate the 
adequacy of the tes^ selected and used during the evaluation. 

c« If the evaluation is mode by a person not able to evcduate the adequacy 
of the tests used by the counselor, the tests used are published by repu- 
table test distributors such as the Psychological Corporation, Science 
Research, Inc., Western Psychological Services, Stanford University 






Prtsi, or others listed and evaluated in Bur os Mental Measurement Year- 
book. 

3* Evaluation of a client's maximum potential shall include consideration with 
other members of the rehabilitation staff of specific medical, social, and 
psycholo 9 icol factors in the client's history which may contribute to an un- 
derstanding of the total individual and his total needs. 

a. The evaluation process takes into consideration the medical, social, and 
psychological aspects of the client. 

(1) The case record indicates that appropriate services have been con- 
sulted for medical, social, and psychological recommendations and 
the consultation information has been utilized and integrated into the 
vocational plan. 

(2) The overall evaluation is the result of a team effort rather than an 
individual effort by the vocational services department. 

b. There is adequate provision made for cross informatiem among the various 
specialties concerned with evaluating the client. 

• There is evidence in case records, conference minutes, consultation 
notes, and in in-service training meetings that there is substantial 
cooperation and interplay among services aimed at carrying out the 
goals of the center and the specific function of the vocational de- 
partment as outlined in the functional operation document. 

4. Where there are limitations of services available for the client within a re*> 
habilitation center, it is the responsibility of the vocational service depart- 
ment to contact, o|t refer the client to,, agencies and facilities outside of the 
center which may (xovide the client with additional resources and assistance 
toward the fulfillment of his ultimate rehabilitation objectives. 



• Assistance outside the department and outside the center is solicited and 
utilized when the client's requirements are beyond the technical capabili- 
ties of the facility staff <aid/or other facility resources. 

(1) There is evidence in the case records that services not available in 
the center are obtained from outside the center, such as medical serv- 
ices, psychological services, socir<^ services, job tryout, job place- 
ment, remedial services, or any obvious services which the client moy 
need in order to successfully rehabilitate himself. 
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(2). Thtrt ii tvidtnce in the cose recofds of consultations or referrol in- 
formation from outside of the department or center if o necessary serv* 
ice is required as port of the rehabilitation plon. These might in- 
clude the fitting of prosthetic devices, speech theropy, vocational 
troining, financial osslstance, etc. 

D. Vocational Counseling 

The bosic objective of a vocational service department is to develop a realistic 
and cogent plan of action for the client to which he subscribes and for which he 
is willing to take the responsibility for executing. 

1. There is evidence in the case record that there is an interchange of informa- 
tion not only among the services within the center itself but between the re- 
ferral agency and the center both during the initial referral and throughout the 
evaluation period. 

2. The counseling ^ocess is sufficiently unstructured to permit development of 
the client's goals without restricting him. 

a. The development of the vocational plan should be one of collaboration 
between counselor and client as opposed to a plon imposed upon the 
client. 

b. Follow-up data in the file indicates the subsequent responsibility or lack 
of responsibility which the client exhibited in committing himself to his 
plan. 

c. There is evidence of development of a dynamic, productive relationship 
between the vocational rehabilitation counselor and the client that de- 
velops the client's desire and interest and capacity for maximal effort for 
the rehabilitation plon which is jointly worked out during the counseling 
process. 

d. There is evidence that communication flows in both directions during this 
counseling process and the client is aware at all times that he must ac- 
cept responsibility for the plans developed during the counseling process. 

3. The counseling practices are such as to result in the client achieving orien- 
tation, self-knowledge, and motivotion, understanding, ond acceptance of and 
final responsibility for the rehabilitation plan. 

a. The records of the client's behovior reveal interest, responsibility, co- 
operativeness, motivation, acceptance, and understanding of the rehabili- 
tation gool. 



b. Thert it tvidtnct Iroa tht various ptrsons working with the client during 
the evaluation thot he has these positive attitudes, not the opinion of just 
one person such os the counselor. 

4. The counseling process is directed toward a realistic plan for action. 

a. There is evidence that a logical sequence of evaluations, appraisals, and 
counseling sessions with the client lead to a realistic and acceptable ob- 
jective which the client assumes the responsibility for implementing. 

b. There is follow-up information indicating the subsequent outcome of the 
counseling plan occepted by the client. Outcomes are shown to coincide 
with plans as found in case summaries. 

c. The plans appear to be individualized for each client, based on labor 
market needs and the individual characteristics of the client. 

d. The plan is something that has been or can be implemented for the client. 

E. Vocational Training 

Vocational training within a facility has the responsibility of providing evalua- 
tion and appraisal information as well as skill training, education, developing 
work tolerance and habits, socialization, and the development of other behavior 
essential to the rehabilitation goal that has been worked out through the services 
of the center. Where vocational goals ore part of the rehabilitation plan the vo- 
cational services department will coordinate the vocational training functions 
involved. 

1. The training program is such as to permit the development of the skills pre- 
scribed by the training program. 

a. The training develops a particular skill that has direct transference to a 
job being considered for the client. 

b. The training is meaningful, purposeful, and implements a plan outlined by 
the client and counselor. 

c. Unless specified for a particular reason, the vocational training should be 
vocation-gool oriented rather than diversional in nature. 

'' \ ■ . * I 

2. The training provides ior continuous observation, evaluation, and develop- 
ment of the client. 

a. The training provides "feedback" infonnotion which will be useful to the 
counselor in deciding whether to continue, change, modify, or discontinue 
' the vocationol training plan. 
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. b. Both subjfctive and objective methods are used for rating progress and 
development in the program. 

c. There is a method based on some criteria of performance^ such as achieve- 
ment^ production, br- accomplishment, to give indication as to when the 
client has reached optimal benefit from the training. 

3. The devices utilized for the measurement of progress are adequate. 

a. Objective and subjective measures used are valid measures of achieve- 
ment or progress. 

b. The devices to measure achievement or progress are standardized so that 
they can be applied with reliability from client to client. 

c. The information as to the client^s progress is relayed to the vocational 
services by reports. 

4. The training plans ore consistent with the vocational goals set through 

counseling. 

a. The training plan is logical in li^t of the goal set up for the client by 
the vocationaT services. 

b. The training relates directly to the client's plan upon leaving the center 
for either further training or employment where the training has been pre- 
scribed for vocational reasons, 

c. In addition to skills evaluation, training, and education, the training also 
serves the function of establishing work tolerances. 

d. The training allows for the client's growth through socialization by work- 
ing with peers, evaluators, and others. 

e. Behavior is noted by the evaluators to indicate characteristics related to 
future performance in training or on the job such as motivation, ability to 
get along with supervisors and other workers, ability to profit from train- 
ing, work habits, and personal factors which would be important in future 
adjustment in training or on the job. 

F. Work Tryout and Experience 

The vocational services department of a rehabilitation center is responsible for 
the broad development of community employment possibilities related to the 
counseling needs of the clients it serves. It works with other community place- 
ment agencies and facilities in a dynamic and expanding way in widening the 
vocational opportunities for its clients. Successful work experiences are the end 
, products of successful client vocational evaluation, approisal, and counseling 
experiences. 



1. The work environment provides for on adequate range of observations and 

skill evaluation. 

< 

a. Where work tryout has been used, the case records reflect meaningful as- 
sigiunents related to further extension of the counseling services in their 
assessment and evaluation of the client toward his goal of gainful train- 
ing or employment. 

b. The range of activities offered and assessed through work tryout serve 
the needs of the client referred for this type of. experience. 

2. The work experience has as one of its objectives to evaluate work habits, 
tolerances, motivations, and persrmal characteristics of the client as they 
relate to future vocational goals. 

a. There is in the record an ongoing evaluation of the client's progress in 
the work situaticm as it relates to behavior that is essential to successful 
job performance. 

b. As part of the work experience provisions are set up idr the modification 
of or development of personol characteristics and behaviors necessary to 
make the client a better performer in a subsequent training or work assign- 
ment. 

3. The work experience lends to a successful bridging of the gap from workshop 
experiences to goinful employment in the labor market. 

a. The workshop experiences are realistic in terms of the client's ability to 
bridge the gap from center experimices to successful vocatirmal ex- 
periences. 

b. Follow-up information in the case records should indicate that the work 
experiences have contributed to the client's subsequent success. 

4. The range of experiences offered in the work program, the skills of the evalu- 
ators, and the opportunity to learn good work habits and skills are adequate 
to the goals prescribed by the vocational counselor in his use of work evalu- 
ation as a technique in his vocational counseling armamentarium. 

a. The workshop experiences are meaningful and related to subsequent per- 
formance in training or work in the community. 

b. A review of the client's file indicates that the work experience was a 
necessity and in some cases a sufficient condition to his later successful 
performance on the job or in training. 
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5. Th<i opportunities offorod in the work oxperitnco or tryout ore related to and 
compatible with the economic, monpower, and employment needs of the corn- 
munity. > 

’ X ^ 

a. The workshop experience is a dynamic one related to subsequent employ- 
ment of the client. 

b. The workshop tasks or duties ore similar to those found on actual jobs 
now avoiloble in the local lobor market. 

c. The workshop or work experience odds informotion to the counseling proc- 
ess which has helped the client ond counselor make a decision as to 
future plans and goals for the client. 

d. There is odequote compliance with the referral communication which pre- 
scribes the work experience. 

G. Placement 

Successful placement or training is the major goal of the vocational services de- 
portment. Successful placement or training for the client as well as the employer 
or the referring agency is the ultimate and logical conclusion to the most suc- 
cessful counseling radotionship for a client. 

1. The placements utilize the client's aptitudes, abilities, skills, experiences, 

. and interests. 

• There is evidence in. the follow-up evaluations as to whether or not the 
placement is a successful one for the client and the employer. 

2. The placement service is related to the overall plans and goals of the client, 
the department, and the center. 

• The placement of the client reflects the successful end product as de- 
veloped through his experiences, plans, and decisions in going through 
the center as port of the process of rehabilitation. 

3. If the placement is done by the vocational services and if there is a place- 
ment specialist, he is under the direction and supervision of the vocational 
servit;e department, , 

a. The placement specialist or the vocational counselor relates effectively 
to the other spechilists who hove been involved in the development of a 

‘ vocatirmal goal for the cUeht. 

b. The client's record indicotes thot the placement specialist is aware of the 
client's abilities, limitations, and experiences in the placement of the 
client. 



- 88 - 



c. The record indid|ites that the person responsible lor the client's place- 
isent has participated in stallings, has inquired about it, and is aware ol 

• the client's placement needs* . 

d. The records make it possible to C|uage what proportion ol clients obtain 
and remain on a job. 

4. Placements ore realistic and ethical irom the. employer's perspective. 

a. The placmnents made are such Chat the needs ol the client as well as the 
employer are met in a satislactory manner. 

b. There is evidence in the case records as to the placements that show 
success on the job. 

c. The records show the extent ol reassignments, employer complaints, and 
poor job perlormance due to ][)oor placements. 

5. There is appropriate orientation of the client to the job and orientation of the 
employer to any special needs ol the client, il any. 

a. The case records indicate that a failure ol a client on a job is studied by 
the placement person lor the purpose of designing better service. 

b. There is evidence in the record of the steps taken by placement specialist 
in placing the client on the job. 

c. There is normal procedure lor the placement specialist to lollow-up with 
both clirnit and employer lor a reasonable period ol time alter placement. 

d. The center assumes the responsibility for replacement ol a client who has 
failed because ol some conditions or factors not originally perceived in 
the evaluation or placement ol the client. 

6. Where the agency does not have a placement service, the vocational services 
department assumes the responsibility lor refierral to the appropriate agency 
having placement services. 

a. Where there is no placement service, the records show that the case has 
been jelerred to the appropriate agency with the necessary inlormation 
about the client to ellect a realistic and successful placement, il place- 
ment is indicated. 

b. There is evidence in the record that some plan has been put into ellect to 
"leedbock" information on cases relefrred lor placement* 

H. Employment Follow-Up 

’ 1. The loliow-up activity should have the client' as its primary locus. - 
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a. PoUpw-up identifies problems of the client that need additional profes* 
skiiol services. 

b. The case records show to what extent problems uncovered in follow-up are 
.given the attention needed^ 

c. Follow-up techniques permit evaluation of job success, of job satisfac- 
tion, and of the effectiveness of the vocational services department. 

d. Follow-up is timely and flexible enough to meet client needs.' 

2. Follow-up services should be comprehensive and adequate for requirements. 

a. Records of follow-up contacts are adequate and available. 

b. There is evidence that the employer is interviewed if employment is in- 
volved. 

c. There is evidence that the client is interviewed to learn of current prob- 
lems. 

d. Interviews are under circumstances that permit the acquisition of the in- 
formation needed. 

e. If follow-up is to an agency, institution, or professional person, pro- 
vision is made to evaluate the referral. 

yr 

3. When provision is made for some other agency to take over the follow-up 

function the center continues its interest in the client. 

a. There is evidence of a formal arrangement with the other agencies. 

b. There are records of "feedback" agencies. 
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Research and Self-Evaluation 

1. Professionally competent and appropriate research and self-evaluation of the 

vocational services is an accepted practice within the vocational department. 

a. The vocational department staff have sufficient time and opportunities for 
research and self-evaluation. 

b. Research and self-evaluation are regularly occurring functions of the vo- 
' cational department 

c. Research and self-evaluation studies are performed with accepted and 
' recognized techniqiles. 

d. Technical assistance is available and utilized for research and evaluation. 

e. The research and self-evaluation functions are consistent with department 
goals. 

^f. Results of research and evaluation are discussed, evaluated, and, when 
appropriate, implementedv 

g. Provision is mode for publication of research. 






2. The scope of research and self*evaluaUon should, include an evaluation of 
services outside the vocational deportment. 

a. The vocational department participates in and encourages interdepart- 
mental and interagency research and evaluation studies. 

b. The vocotionol department makes full use of its research findings as well 
as those of other departments and outside agencies^ institutions, etc. 

c. The vocationol department research and self-evaluation concerns itself 
with studies of agencies, employers, ond other organizations providing 
services or contacts with clients served at the center. 

d. The research and self-evaluation concerns itself with studies of the goals, 
problems, and functions of the vocational department. 

IV. PERSONNEL 

A. The ratio of staff to clients is within optimal limits. 

1. Enough time is provided so that the needs of the client ore met by those 
serving him. 

2. The range of duties of each staff person is approprirte to his position and 
training. 

B. The training, experience, and competency of each staff member is consistent 
with high acceptable standards in his specialty field. 

1. Vocational rehabilitation counselors shall be graduates of approved programs 
in vocational counseling jr have equivalent training. They should be members 
of or be eligible for membership in the National Vocational Guidance Associ- 
ation (M.S. degree). 

2. Staff personnel with less preparation for counseling than a Masters degree in 
guidance counseling, or the equivolent, they shall have their vocational 
counseling systematically and periodically supervised, both directly and in- 
directly, by staff persons who meet th^ qualificati(xis above, and the super- 
vision shall be in proportion to the amount of professional preparation and 
experience such staff personnel have. All vocational counselors must hove a 
B.S. degree. 

3. If stondardized psychological tests are used in vocationol counseling, coun- 
selprs shall use these tests in light of the technical recommendations for 
psychological tests and diagnostic aides of the American Psychological As- 
sociation. 



4. The professional supervision of vocational rehabilitation counselors in the 
performance of their counseling duties shall be provided primarily by voca- 
tional rehabilitation supervisory staff. 

C, Employees ore regularly evaluated with respect to their work and their compe- 
tencies and incompetencies are revealed and communicated to them. 

1. Job requirements have been written for each position by the vocational serv- 
ices deportment. 

2. These requirements are adequate « appropriate, and objective. 

3. There is evidence that the evaluating person has sufficient contact with 
each employee to evaluate him wkh validity. 

4. A performance evaluation is made at least once each year by the person re- 
sponsible for quality of staff performance. 

5. The evaluation is reviewed by the supervisor of the evaluator before it is 
communicated to the employee. 

6. The evaluation is written, and in such terms as to reveal competencies and 
incompetencies and the data or observations on which judgments are made 
concerning these competencies incompetencies. 

7. Constructive interviews are held with the employee concerning the evaluation 
of his work. 

8. Performance evaluations form the basis for promotion, reassignment, and re- 
lease. 

D. Provision is made for continijing in-service training of the staff. 

1. Training programs are written, appropriate, and delivered by competent means. 

2. Appropriate professional books and literature are easily available to the staff. 

3. There is provision made for release of staff to take training. 

4. Other appropriate in-service training-supportive provisions are made to en- 
courage such training. 

5. Travel money is made available for staff to attend their professional conven- 
tions. 
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E. Thf ptrsonntl of the department participate in available training opportunities, 
attend their professional conventions, read their professional journals and books, 
and belong to appropriate professional organizations. 

1. The staff is involved in the development of its own in-service training pro- 
gram. 

2. There is evidence of staff participation in the program. 

3. Appropriate journals and books are read by the staff. 

4. Professions! staff belong to appropriate professional organizations. 

5. There is evidence of participation of staff in local or other activities of their 
professional agonizations and related groups. 

F. Staff resources supplemented by consultants where staff competencies are de- 
ficient. 

1. Consultants of high competency are utilized in the work of the vocational 
services department. 

2. Consultants are regularly made available for staff training. 

3. Consultants are employed to teach or give demonstrations of methods and 
techniques. 

4. Consultants are used to help in program development and research. 

V. RECORDS AND REPORTS 

A. Vocational department records should provide information necessary to evaluate 
the contribution of vocational services provided to the client. 

1. The records contain information which indicotes the client^s assets, liabili- 
ties, and capacities to profit from vocational services. 

2. The records state the goals of the vocational department for each client. 

3. The records provide information reflecting the services which the client re- 
ceived. 



4. Th« rtcords indicate tht outcome of those services provided by the vocotion- 
al deportment, 

5. The records contain follow-up informotion on the client. 

6. The clknt records^ available from the units within the vocationol department 
are organized in such a manner as to offer a unified description of the client, 
the process, goals, outcome, ond follow-up. 

B. Vocational department records and other center records should be available to 

qualified personnel. 

1. All center client records are available to the vocational department. 

2. Vocational department client records ore available to other center staff. 

3. Vocational deportment reports are written in such a manner that they are un- 
derstood by other center staff. 

4. Records kept are consistent with the need for such records. 

5. Appropriate regulations are in effect which restrict the records to authorized 
personnel only. 

6. Vocational services infwmation is maintained in a section of the client's 
chart which is assigned for vocational department use. 

7. The vocational records are maintained in such a manner as to indi cate the 
services rendered, the date the service was provided, and the identity of the 
person giving the service. 

8. Reports of vocational services and outcomes are completed and availcMe at 
regular intervals to appropriate agencies, institutions, and professional per- 
sons outside of the center. 



VI. PHYSICAL FACILITIES 

A. The building and equipment available to the vocational department are adequate 
to permit efficient realization of goals. 

1. Each staff person has an adequate office where he con see clients, as re- 
quired, free from distraction and interruption. 
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2. Tht oilic« ond work spacts ort elmm, of reotonoble dimoni ions« uncluttered, 
and ottroctive. 

3. Tools and equipoent ore adequate and in good condition. 

4. Files and storage are adequate. 

5. The lumitjre is in good and functional condition. 

B. Library and other materials are available and easily accessible. 

1. The library materials ore centralized, catalogued, and kept current. 

2. The library is quiet, well lighted, and free from distraction. 

3. Technicol materials are appropriate, complete, ond properly safeguarded. 

C. Proper care and protection ore provided for equipment and supplies. 

1. Fire ond loss hazards have been eliminated. 

2. Restricted materials are secured against unauthorized persons. . 
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APPENDIX III 



SERVICES, COMPONENTS, AND PERSONNEL 
1. MEDICAL SERVICES 

P«rsonn«l 



Componmt» 

Mtdieol Evdluotion I 
Mddicql Trtoimtiif 7 
Phyticol Thdrapy 
Occupotioflol THdropy 
Nursing Cars 
Prosthstic Fitting 



Physicians 

Pnysical Thsrnpists 
Uccupational Thsropists 
Rsgistsrsd Nursss 
Prosthetists 



2. PSYCHIATRIC, PSYCHOLOGICAL, and SOCIAL SERVICES 

Conupontnts PsrsonnsI 

Psychiatric Evaluation i 
Psych iotric Thsrupy / 

Psychologicol Evoluotion 
Individuol Psychological Therapy 
Group Psychologicol Theropy 
Personol Adjustment Counseling 
Sociol Evoluotion \ 

Sociol Cosework / 

Sociol Groupwork / 

3. VOCATIONAL ond EDUCATIONAL SERVICES 



Psychiotrists 



Psychologists 



Sociol Workers 



Components 



Personnel 



Vocotionol Evoluotion \ 
Vocotionol Counseling f 
Job Tryout \ 

Formol Job Plocement / 
Formol Vocotionol Training 
Sheltered Workshop 
Preschool Education 
Elementory Educotion 
Secondory Educotion 




Vocotionol Evoluotors 

Vocotionol Rehobilitotion Counselors 

Vocotionol Instructors 
Workshop Foremen 

Academic Teochers 
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4. SPEECH snd HEARING SERVICES 

Ptrsonn«t 



Spttch Evoluotton V 
Sfittch Thtrapy f 
Audiologlcai Evoluotion ) 
Audiotogical Thtrapy / 



Spttch Pathologists 
Aadiologists 
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APPEWOrX iV 

CERTIFICATION OF SERVICE UNITS 

Amtrican Board for Ctrtificotion In Orthotics ond Prosthotico 
919 EiQhttonth Stroot, N.W. 

Wotliington, DX. 20006 

Amoricon Boord on Counstling Strvicts, Inc. 

1605 Now Hompshirt Avtnut, N.W. 

Washington, D.C. 20009 

Proftssionol Sorvices Boord 
Amoricon Spooch ond Hooring Aisociotion 
1001 Connocticut Avtriuo, N.W. 
Woshington,D.C. 20006 
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APPENDIX V 



MAJOR NATIONAL ORGANIZATIONS REUTED 
TO REHABILITATION FACILITY PERSONNEL^ 

Acodtmic Ttochtr; 



Notiohol Educdtion Association 
1201 Sixtttnfh $f., N.W. 
Woshington, D.C. 2Q006 

Medicol Rtcord Librorion; 



Amtricon Associotion of Mtdicol Rtcord Librorions 
840 North Lokt Short Drivt 
Chicago, Illinois 60611 



Nurst; 



Amtricon Nursts* Associotion 
10 Columbus Circit 
Now York, Now York 10019 

Occupotionol Thtrogist: 



Amtricon Occupotionol Thtropy Associotion 
250 Wtst Filty-sovonth St. 

Now York, Now York 10019 



Physicol Thtropist; 

Amtricon Physicol Thtropy Associotion 
1790 Broodway 
Now York, Now York 10019 

Physician; 

Amtricon Mtdicol Associotion 
535 N. Dtorborn St. 

Chicago, Illinois 60610 
, (Locol Mtdicol Socitty) 

*This list rtprttontt thott trgonisotiont with primary idontifieotion to partonnal littad in appan- 
dix III* It is rtcognixtd that thara ort othar occupotional groups roprosontod in rohobiiitotion 
focilitios. 



Ptycholo|itt; 



Arntrican Psych^iogicol Atsociotion 
1200 Stvtfittiiffith St., N.W. 
Washington, D.C. ^36^. 



Sociol Work : 

Notionc^l Associotion of Social Workors 
95 Modlison Avo« 

Now York, Now York 10016 

Spttch Pothologist; 

Amtrican Spttch and Htarin^ Association 
1001 Conntcticuf Avt., N.W. 
Washington, D.C. 20006 

Yocotionoi Rthobilifafion Counstior! 



American Rthabilitotion Counseling Association 
1605 New Hampshire Ave., N.W. 
Washington, D.C. 20009 



Notional Rehahilitotion Counseling Association 
1029 Vermont Avt., N.W. 
Washington, D.C. 20005 
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